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It is is my desire in this address to review ieee Pl 
the topic of the blood count in disease, This Monocytes 7.5% 


may sound hackneyed and time worn to you 
hut I hope to make it interesting and instruc- 
live. We need occasionally to review even 
such a familiar subject as this in order to re- 
call minor facts which we may have forgotten 
and perhaps to gain a fresh viewpoint of the 
subject as a whole. This latter I may be able 
to supply through the emphasis which I plan 
to give to the nature of the secondary features 
of the various blood pictures encountered in 
disease and their explanation on the basis of 
the common origin of various types of blood 
cell within the bone marrow. To accomplish 
my end it seems necessary for me to start with 
ihe normal blood and I must beg your indul- 
vence if in thus laying the foundation for my 
further remarks I seem too elementary. 


The blood count in the normal individual 
is maintained within its physiologic limits by 
the perfect balance between blood cell forma- 
tion and blood cell destruction. Each type of 
cell in the blood is daily being destroyed and 
daily being reproduced in enormous numbers 
but the number of each type of cell per unit 
of blood is kept amazingly constant. This is 
the more remarkable when it is remembered 
that there are not only three main types of 
formed elements in the blood—the red cells, 
the white cells and the platelets,—but three 
subtypes of white blood cells—the granular 
leucocytes, the lymphocytes and the group 
which is now coming to be called the mono- 
cytes. Perhaps at the risk of seeming too ele- 
mentary the following table may be referred 
to: 


*Read by invitation before the Southwestern Virginia Medical 
Society, in Roanoke, March 30 and 31, 1926. 


The red blood cells with their contained 
hemoglobin are concerned with the carriage 
of oxygen and indirectly with the transport 
of carbon dioxid, They act as one of the de- 
fenses of the body against a change in the re- 
action of the blood such as is threatened in 
“acidosis.” 

The platelets are recognized as one of the 
important factors in blood coagulation al- 
though this process is still not so clearly un- 
derstood. 


The white blood cells form another type 
of body defense, different forms of white blood 
cells acting in different ways. For instance, 
the neutrophilic leucocytes are active against 
many bacterial infections. The eosinophilic 
leucocyte seems to be concerned with foreign 
proteins, the lymphocytes play some role in 
our defense against tuberculosis and perhaps 
against certain tumors, and, finally, the mono- 
cytes under which term are included what used 
to be called the large mononuclear and the 
transitional, are the active scavengers of the 
blood in so far as coarser materials such as 
particulate matter, malarial pigment granules, 
foreign cells, carbon particles, et cetera. 

All these varieties of cells occur in normal 
blood and in almost fixed constant numbers. 
We must, of course, remember these individual 
cell types since in disease certain individual 
variations occur which are of diagnostic signifi- 
cance. But we must also keep in mind certain 
vroupings of these cells according to the tis- 
sues or the site from which they arise. This 
is shown in Table 2. 
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TABLE 2. 
Origin of Blood Cells. 


oe Bone marrow. 
Sai Bone marrow. 


Red blood cells...... 

Platelets.......... 

White blood cells 
Granular leucocytes 
Lymphocytes 
Monocytes ndenedabert 

It will be noted that in the bone marrow 
arise three different forms—the red cells, the 
platelets and the granular leucocytes, This 
fact is of the utmost importance in forming 
a clear understanding of the many and variable 
blood pictures in disease. 

In the bone marrow the mother cells from 
which these three groups of cells arise are in- 
termingled closely together, with little nests of 
maturing cells of one type or another adjoin- 
ing one another, This intimate relationship is 
responsible for a tendency for these three types 
of cells arising in the marrow to be affected 
asa group. In other words, a stimulus or dis- 
turbance of production of one cell type tends 
to secondarily affect the other two types. We 
meet the results of this relationship over and 
over again in the blood pictures in disease. 
It is this group relationship which IT want to 
emphasize for it explains so many of the con- 
fusing points in diagnostic hematology, It 
makes many matters clear and simple. 

In the marrow there are always present im- 
mature forms of each of the blood cell types 
which arise from marrow tissue. Under nor- 
mal conditions only cells of a certain degree 
of maturity enter the circulating blood and, 
although in normal blood there are younger 
and older cells of each cell type, there are 
never any of great immaturity. Only under 
abnormal conditions, such as disease, do the 
more immature forms enter the circulation. 
Table 3 attempts to illustrate this: 
TABLE 3. 

Young 


...Bone marrow. 
...Lymphoid tissue. 
-Vascular endothelium. 


Immature 


Mature 





Adult r. b. c. 
Adult plate- 
let. 


R. B. C. Nucleated r. b. c. 


Retriculated 
Platelets Megakaryocyte ? 


Granular 
leucocyte. 

Lymphocyte. 

Monocyte. 


W. B. C. Myeloblast Myellocyte 


Lymphoblast 
? ? 








Forms to the left of the vertical line do not 
appear in the circulating blood of adults un- 
der normal conditions except an occasional 
myelocyte, but may appear under abnormal 
conditions, It is their occurrence in the blood 
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which results in the many confusing pictures 
which cause so much diagnostic difficulty, {| 
is only for the purpose of diagnosis and he) 
of therapy and prognosis that the practics| 
physician is interested in study of hematol, 
and we must keep this fact always in m 

It must be said, however, that a study of ty 
biood count for these purposes well rewar|s 
him who pursues it. 

Now having reminded you of the figures of 
the normal blood count and of the grouping 
of the various types of cell and their orig 
and having also mentioned the immature forms 
of each, leet us turn to the analysis of the simp 
lest of the changes from normal which com 
monly occur. But before we deal with this 
phase of the question, let me risk repetition |\) 
presenting two tables; detailing the effects on 
the blood count of marrow stimulation in on 
and of marrow inactivity in the other. 

TABLE 4. 
Evidences of Marrow Activity. 
Red blood cells. 1. High red cell count. 
2. Increase in young red blood cx 


3. Presence of nucleated red blo: 
cells. 


| 


Platelets. 1. High count. 


White blood cells. . High total count. 


2: High granular leucocyte, per c 
3. Presence of myelocytes. 

Marrow activity, as you see in Table 4, ma) 
be evidenced by an increased count of any or 
all of the three cell types arising in the ma: 
row, and, furthermore, by the appearance in 
the circulating blood of younger cells, even to 
such a degree as to bring into the blood form- 
which normally do not appear there. It is 
probable that if we could recognize younge: 
forms of platelets we would find that this wa- 
true of the platelets as well as of the red cells 
and white cells. In Table 5, on the other hand, 
the evidences of inactivity of the marrow are 
letailed : 

TABLE 5. 
Evidences of Marrow Failure. 


Red blood cells. 1. Low red blood cell count. 
2. Reduction in young red 

cells, per cent. 
3. Absence of nucleated r. b. c. 


blood 


Platelets. 1. Low count. 

. Low total count. 

. Low granular leucocyte, per cent 

. Relatively high lymphocyte, pe: 
cent. 


White blood cells. 


won 


Here a low count of red cells, platelets and 
white cells is present and there is a diminu- 
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tion or absence of the young and immature 
forms of the various series. 

Now, when we come to consider the devia- 
tions from the normal of the blood, we will 
find our task much simplified if we consider 
these changes in terms of marrow activity, of 
cell groups and their secondary reactions. Let 
iis commence with the simplest. 

Leucocytosis—Leucocytosis or an increase 
in the number of white cells in the circulating 
ivod results in the majority of instances from 
an increase in the white cell types arising in 
tlie bone marrow and especially in an increase 
of the neutrophilic leucocytes, ‘This is so con- 
(antly the_case that unless the word leucocy- 
tosis is qualified we understand the leucocyto- 

to be due to neutrophilic leucocytes, Such 
u leucocytosis is of common occurrence in 
niany infections, including pneumonia and the 
various so-called pyogenic infections. The in- 
crease in the circulating leucocytes results 
from a stimulation of production of these 
cells in the bone marrow. Now, if I have made 
iy remarks clear so far, you will appreciate 
why with one type of cell production stimu- 
lated in the bone marrow we should expect 
two secondary phenomena; first, that in pro- 
portion to the stimulation of production there 
would appear in the circulating blood more 
immature forms of the cell type whose pro- 
duction is being stimulated, and secondly, that 
there would be some effect on the normal pro- 
duction of the other cell forms which arise 
from the marrow. Both of these phenomena 
occur in the blood counts in diseases with leu- 
cocytosis, but they only occur in the adult when 
the leucocytosis is extreme. In the infant or 
child, however, they occur with the greatest 
frequency and often lead to confusion. 


TABLE 6. 
Simple Leucocytosis. 


Adult Child 
Red blood cells 5,000,000 5,000,000 
Nucleated red blood cells 0 4. 
Platelets ‘ i 300,000 ote 
White blood cells 25,000 40,000 
Neutrophilic leucocytes 85% 90% 
\Myelocytes ‘ 0 5% 


In this table you will see that with an ordi- 
nary level of leucocytosis in the adult there are 
no nucleated red cells and no increase of 
platelets to evidence any stimulation of the 
other two cell types which arise in the mar- 
row, nor are there any myelocytes in the blood. 
[It is true that the neutrophilic leucocytes, 
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which constitute such a large proportion of 
the 25,000 white cells, are many of them young 
but there is no overstepping of the normal 
limits of immaturity and no myelocytes, 
which are the predecessors of the leucocytes in 
the marrow, occur in the blood stream. On 
the other hand, in the child the response to, let 
us say, pneumonic infection, is much greater’ 
and more varied; not only does the leucocyte 
count go higher, as for example 40,000 instead 
of 25,000, but immature red cells still retain- 
ing their nuclei appear in the blood stream 
which they do not do normally. The platelet 
count may increase considerably and, as an 
evidence of the intensity of the leucocyte pro- 
ducing activity of the bone marrow, not only 
do large numbers of young neutrophilic leu- 
cocytes appear in the blood but also still more 
immature myelocytes appear in variable num- 
bers. This blood picture seems very simple 
when explained in this way, I hope. But the 
discovery of myelocytes or of nucleated reds in 
the blood picture of a child with some uncer- 
tain infection very frequently causes confusion 
and raises the question of some very serious 
blood disease such as leucemia, This is es- 
pecially apt to happen when leucocytosis is 
more extreme than in the example given. Chil- 
dren not so uncommonly produce very high 
white cell counts in response to infections 
which, in later years when the bloodforming 
organs haye so to speak become more stable, 
give rise to relatively slight changes in the 
blood count. 


TABLE 7. 
Extreme Leucocytosis in Infancy. 
Pneumonia Whooping 

Cough 

White blood cells 90,000 141,000 

Neutrophilic leucocytes 92% 30% 

Myelocytes 3% Few 

Lymphocytes 5% 58% 

Nucleated red blood cells a Few 


Table 7 gives examples of two of these very 
remarkable leucocytoses of infancy. In the 
first column are the figures in a case of pneu- 
monia in a child of three years of age, and 
your attention is again drawn to the occur- 
rence of myelocytes, These cells, which do not 
occur in normal blood, are here present merely 
in response to the pneumonia and must not be 
suspected of indicating any blood disease. 
Their occurrence might almost be spoken of 
as physiological in such a case. In the second 
column is a very extreme example of a re- 
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sponse of a different nature. In whooping 
cough a leucocytosis due to an increase of 
lymphocytes is the rule, but usually the count 
does not go much above 40,000, A few in- 
stances of such extreme counts as are shown 
in the table have been reported by Crombie 
in Scotland and by Seitz in this country. You 
notice that with this enormous lymphocytosis 
only a few myelocytes appear. This is just 
what you should expect. Lymphocytes are 
being produced by lymphoid tissue in a 
variety of places, some probably actually in 
the bone marrow, but there is little stimulation 
of any of the so-called marrow series of cells. 
Therefore, few myelocytes are found and few 
nucleated red cells. On the other hand, an 
increasing immaturity of the lymphocytes will 
he observed. 

As a leucocytosis declines with the sub- 
sidence of the causative infection, the blood 
count tends to return to normal, The changes 
in the other cell forms, which have been 
secondarily produced, promptly disappear and 
the immature forms of the white cells cease 
to appear in the blood beyond their occurrence 
in the normal. As might be expected, the neu- 
trophilic leucocyte, following a neutrophilic 
leucocytosis, is the last group to regain its 
normal level, it having been the most markedly 
disturbed, As the numbers of the neutrophilic 
leucocytes approach normal there is, for a 
short time, an increase in the numbers of its 
brother cell type, the eosinophiles, This so- 
called post-infectious eosinophilia is not well 
understood. During the height of the leucocy- 
tosis the eosinophiles almost drop out of the 
picture and then increase after the infection 
is all over. In a recent case of pneumonia 
which had had some 24,000 leucocytes with a 
neutrophile percentage of 85 during the height 
of the disease, there was after the tempera- 
ture had fallen to normal and the leucocyte 
count had dropped almost to normal, an eosino- 
philia of 13 per cent. This is unusually high. 
So much for the evidence of the principles I 
am trying to make clear as applied to leucocy- 
tosis. I think it must be agreed that at least 
in children all three of the cell types arising 
in the marrow are stimulated with the ap- 
pearance in the blood of more immature forms 
than normal. Let us now consider these same 
principles as they apply in cases of anemia. 

Anemia. In a secondary anemia the result, 
for example, of a hemorrhage, there occurs 
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promptly an increased activity of the red cell 
forming function of the bone marrow with an 
outpouring into the circulating blood of man 
immature red blood cells. At the same time, 
as we should anticipate, there occurs a secon|- 
ary or sympathetic stimulation of formation 
of the other blood elements which arise in thie 
marrow, and so an increased number of white 
blood cells and perhaps of platelets appear in 
the blood count. Table 8 illustrates this pic- 
ture: 


TABLE 8. 
Count on Third Day After Severe Hemorrhage. 


Red blood cella... ..................... 2, 800,000 
Immature R. B. C. ao 34 
Nucleated R. B. C ' 

(SI eee a Rarer $22 GOO 

White blood cells._........... 14,600 


Neutrophilic leucocytes 79! 


Here we note the low red cell count due to 
the loss of blood and at the same time the evi- 
dences of active red cell production which, if 
undisturbed, will restore this count to normal 
within a month. Normally there are about 0.5 
to 1.0 per cent of immature red cells present 
in adult blood; these forms may be recognized 
by their appearing somewhat bluish in the 
usual Wright’s stain preparations, or they may 
be more distinctly demonstrated by special 
staining of fresh blood. For our purposes it 
must suffice to point out that they increase an<| 
that even the still more immature forms, the 
nucleated red cells, appear in the circulating 
blood as a result of the abnormal red cell 


forming activity of the bone marrow. Also, 
we note the increase of the white cell count 


from its normal level of 8,000 to over 14,000, 
due to a spread of the activity in the marrow 
from the red cell forming centers to the white 
cell forming centers, As a result an increase 
of the predominant white cell of the marrow 
series, the neutrophilic leucocyte occurs. The 
same reasoning applies to the increase in plate 
lets which usually occurs, Thus, we see that 
leucocytosis is often a feature in the blood 
count of secondary anemia and one must know 
this and not argue that the leucocytosis always 
and only speaks for the presence of in infec- 
tion, This is a frequent and tempting error, 
for having assumed that an infection is pres- 
ent from the leucocytosis, one can then ex- 
plain the anemia as due to the same infection. 
All of which would be wholly wrong in many 
cases. 

In the child the general bone marrow re- 
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action to anemia may be very startling and has 
led to the resulting blood picture being con- 
sidered a special disease and given a special 
name. By some it has been called “y, Jaksch 
anemia” and by others “pseudo-leucemic ane- 
mia of infants”; this latter on account of the 
great increase in white blood cells which often 


appears. Table 9 gives an illustrative ex- 
ample: 
TABLE 9. 


Severe Anemia in Infancy. 


Red blood cells 1,800,000 


Nucleated red cells -f. -. 
Platelets : 400,000 
White blood cells 81,700 

Neutrophilic leucocytes 132% 

Myelocytes 13% 


This differs only in degree from the count 
illustrating secondary anemia in the adult. 
In the infant the white cell count increases 
greatly on slight provocation, as has already 
been mentoined in discussing leucocytosis, and 
in severe anemia it is common to find a white 
cell count of 30,000 and often it rises much 
higher, even to 100,000. With such a great in- 
crease it is not surprising to find that imma- 
ture white cells of the marrow series, in other 
words myelocytes, appear in considerable num- 
bers. In this table, then, we see the evidences 
of increased red cell production in the in- 
crease of immature forms; the evidences of a 
secondary stimulation of white cell production 
in the leucocytosis, the increased percentage 
of neutrophilic leucocytes and the appearance 
of myelocytes; and, thirdly, the evidence of 
increased platelet production. 

It is easy to see how, with a white cell 
count of perhaps 75.000 and perhaps 15 per 
cent of myelocytes, a mistaken suspicion of 
leucemia might arise. This same suspicion 
has, in my own experience, arisen in a variety 
of cases of anemia, always as a result of the 
marked increase in the count of white cells 
and the appearance of immature forms in the 
blood. For example, I have seen the true na- 
ture of a sickle cell anemia overlooked because 
the anemia had called forth a considerable 
leucocytosis and a number of nucleated red 
cells. Similarly, a case of hemolytic anemia 
with the usual big spleen was thought to be 
leucemia because of a moderate leucocytosis. 

The above remarks apply to those cases of 
anemia in which the marrow responds actively 
to the stimulus of the anemia. But there are 
many cases of more chronic secondary anemia 
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in which the marrow is exhausted and fails 
to continue to respond, For example, a case 
of long-continued often-repeated slight hemor- 
rhage will lead to a severe anemia with an ex- 
hausted bone marrow; the count of such a pa- 
tient with hemorrhoidal bleeding is given in 
Table 10: 
TABLE 10. 


Chronic Secondary Anemia. 


Red blood cells = 
Immature R. B. C. 
Nucleated R. B. C 

Platelets 


2,300,000 
Only occas. 


150,000 


White blood cells : 5,200 
Neutrophilic leucocytes 64% 
Lymphocytes 32% 


In this blood picture we see the anemia in 
the low red cell count and the diminished 
number of immature red cells and the absence 
of nucleated forms tells us that the marrow is 
not actively restoring the blood to normal. 
Further evidence of the state of the marrow 
is seen in the lowered number of platelets 
and of white cells, especially of the marrow 
series. Such a marrow failure may go on to 
a very extreme degree, sometimes from a con- 
tinued drain on the body by some chronic 
cause, and at other times due to poisoning with 
some substance which particularly harms the 
marrow, as, for example, benzol or X-rays. 
Marrow failure of severe degree is termed 
aplastic anemia. 


TABLE 11. 
Aplastic Anemia. 


Red blood cells 800,000 


Immature R. B. C. very few 
Nucleated R. B. C 0 
Platelets 40,000 
White blood cells 1,200 
Neutrophilic leucocytes 4% 
Lymphocytes 87% 
Monocytes 9% 


In this count, which is from a_ patient 
fatally poisoned by benzol used as a rubber 
solvent, we can see at a glance the evidences 
of the marrow’s failure to supply red cells, 
platelets and white cells of the marrow series. 
In spite of the anemia, no incréase in immature 
forms of red cells can be found, the platelets 
are far below normal in number and so are the 
white cells as a result of the almost complete 
disappearance of the types of white cell de- 
rived from the marrow; the neutrophilic leu- 
cocytes are present only to the extent of 4 per 
cent of 1,200 white cells instead of their nor- 
mal 70 per cent of 8,000 white cells. Few 
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young neutrophilic leucocytes are seen and no 
myelocytes. 

You may well wonder why such a blood pic- 
ture is called an anemia when the reduction in 
white cells ‘and in platelets is equally marked. 
The point is well taken and some term ex- 
pressing general marrow aplasia would prob- 
ably be better. The name aplastic anemia often, 
however, appears justified, since in many in- 
stances it is the anemia which appears first 
while the reduction in white cells and plate- 
lets is a secondary and later development. 

There is another condition, called purpura 
hemorrhagica, in which the same blood pic- 
ture as has been quoted for aplastic anemia 
may appear, with this important difference, 
however, that in purpura hemorrhagica the 
thrombopenia, as the reduction in platelets is 
often called, occurs for a long time before the 
anemia and reduced white cell count follow. 
In fact, the anemia may indeed be largely due 
to the bleeding which results from the low 
number of platelets in the blood. To make 
this picture clear let us look at Table 12: 

TABLE 12. 
Purpura Hemorrhagica. 


Red blood cells... 


3,680,000 


Immature R. B. C ‘ + 

Nucleated R. B. C + 
Platelets 30,000 
White blood cells.. Ao 15,400 

Neutrophilic leucocytes 789 


In this count the important item is the ex- 
tremely low platelet count. Already, how- 
ever, there have occurred hemorrhages with 
some anemia. The marrow is responding to 
this anemia by increased red cell production, 
testified to by the increased number of young 
red cell forms, and, secondarily, the white cell 
count is increased. In a later case these evi- 
dences of marrow activity may fail and the 
blood picture approaches more and more 
closely to that of aplastic anemia. I believe 
that many cases of these two conditions are 
incorrectly diagnosed, being mistaken one for 
the other. In aplastic anemia often the plate- 
lets become seriously reduced in number, 
marked purpura may appear, and one seeing 
the case first at that time is tempted to make 
a diagnosis of purpura hemorrhagica. Vice 
versa, one may see a case of purpura hemor- 
rhagica late after the anemia is marked and 
the white cell count low, and be misled into 
calling it aplastic anemia, The mistake may 
in some instances be a serious one. 
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TABLE 13. 
Types of Marrow Failure. 
Result Syndrome 
Red blood ceil Anemia. Aplastic anemia 
Platelet Purpura Purpura hemorrh 


White blood cell Leucopenia Agranulocytic an 
Table 13 expresses these facts in brief and 

includes the term agranulocytic angina, ‘i his 

is a recently described picture not thorouw)ily 


accepted as yet; in a person of low vitality « 
severe septic infection frequently in the throat 
may bring about an almost complete di-.p- 
pearance from the blood of the white blood 
cells of the marrow series. The end picture 
in each of these three conditions may be \ ery 
similar. 

So far I have been emphasizing the thouvlt 
that the marrow tends to show changes in al! 
three phases of its blood element producing 
function if one of these phases is distur|ed. 
Stimulation of the production of a form of 
cell leads to the appearance of young cells of 
that type and a sympathetic or secondary 
stimulation of the other cell form occurs. Mar- 
row failure, while perhaps being specific in 
its limitation to one cell form at first, tends 
to become in its later stages a general marro. 
failure. In these terms we have discussed 
leucocytosis, secondary anemia, aplastic aneniia 
and purpura hemorrhagica, In all of these tlie 
changes in the blood count are apparently 
quantitative rather than qualitative. 

Primary pernicious anemia, or Addisonian 
anemia, as I prefer to call it, presents a more 
difficult problem for analysis. Here we have 
a definitely qualitative change of the bone mar- 
row resulting not only in a pathological mar- 
row but also in a pathological blood count. 
Therefore, the group reactions of the marrow 
do not behave as they have in the conditions 
already referred to. 


TABLE 14. 
Addisonian Anemia. 


Red blood cells . -2.260,000 
Immature R. B. C Norma 
Nucleated R. B. C + 
Abnormal nucleated R. B. C 

Pinteiets................ 180,000 

White blood cells 4,200 


Here we see an anemia, not like those we have 
already discussed. It is not a simple secondary 
anemia, since the white cell count and the 
platelet count are not only not raised but 
actually lowered. It is not an aplastic anemia, 
as might be suggested by the low platelet count 
and the low white cell count, since the imma- 








1926] 


ture red cells are present in normal numbers 
and there are many nucleated red cells. In 
addition, the red cells are many of them 
abnormal in size and appearance, and the 
nucleated red cells of unusual size and appear- 
ance; but even without these supposedly char- 

cteristic changes, the diagnosis of Addisonian 
anemia is suggested by the above figures. The 
red cell production is proceeding but is abnor- 
mal and is keeping up under difficulties; there 
is not only no secondary stimulation of white 
cell and platelet formation, but a failure of 
these functions perhaps due to crowding of 
the mother cells of the white cells and of the 
platelets by a spread of the pathological and 
inefficient red cell forming tissues. 

[wo conditions remain for discussion, in 
each of which there occurs a very excessive 
production of one type of cell in the marrow, 
with secondary disturbances in the other two 
cell groups. The first of these conditions is 
polycythemia with its enormous increase in the 
red blood cell count; the other, leucemia with 
its analogous increase in white blood cells. 

I >olycythemia may appear as a secondary re- 
sult of various disturbances of the heart or 
lungs, but this is not the type of polycythemia 
which we are discussing. Primary polycy- 
themia is a disease of the blood in which the 
niost prominent symptom is an enormous in- 
crease in the red cells usually with a great en- 
largement of the spleen. The next table gives 
a typical count: 

TABLE 15. 
Polycythemia. 
9,600,000 


Red blood cells 


Immature R. B. C ce 
Nucleated R. B. C + 
Platelets... 480,000 
White blood cells 22,000 
Neutrophilic leucocytes 75% 
Myelocytes Occ.? 
Here we recognize at once the great in- 


crease in the red cell count with the associated 
increase in the immature red cells and the 
presence of nucleated red cells. But there is 
more for both other groups of blood cells 
of marrow origin are increased; the platelet 
count is high and there is a very distinct leu- 
cocytosis of 22,000. The number of neutro- 
philic leucocytes is increased and an occasional 
myelocyte may be present, denoting by its im- 
maturity the degree of disturbance of white 
cell production. In its secondary features, this 
count in polycythemia closely resembles that of 
a secondary anemia. 
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Leucemia is of several types, but in each 
there is an enormous increase in the white cell 
count, with the appearance of immature forms 
in the circulating blood. The more acute the 
case of leucemia, the more immature the cell 


forms. Table 16 gives the count in one type 
of case: 
TABLE 16. 
Chronic Myelocytic Leucemia. 

Red blood cells... ; 3,850,000 
Immature R. B.C + 
Nucleated R. B. C . + 

Platelets... CLE Rey tne ee ee LIT + or — 

White blood cells... . 430,000 
Myelocytes.............. 41% 


In this count the most conspicuous feature 
is the very high white cell count; 430,000 in- 
stead of the normal 8,000. This enormous in- 
crease is largely the result of increased num- 
bers of the marrow series of white cells of 
which even the immature form, the myelocyte, 
which is present in normal blood only occa- 
sionally and in very small numbers, forms over 
40 per cent. This betokens the great activity 
of white cell production, and, furthermore, the 
fact that this white cell production is abnor- 
mal not only quantitatively but also qualita- 
tively. Secondary disturbances of red cells 
and of platelets are common, as might be ex- 
pected if the line of thought which we are 
following is correct. Early in the case there 
may be no anemia and no change in the plate- 
let count, but soon the white cell producing tis- 
sues encroach on the other marrow tissues and 
the red cell and platelet production is disturbed, 
Anemia results, as in the above count, in spite 
of the best efforts of the remaining red cell 
producing tissues, evidenced by the increased 
number of immature red cells and nucleated 
forms. In a late case the anemia may become 
severe and the platelets greatly reduced, and 
at autopsy on such a case the entire marrow 
seems to have been entirely devoted to white 
cell production. It is on this basis that one 
can explain the fact that many a severe leu- 
cemia seems to die of anemia and that in the 
later stages purpura, due to the greatly re- 
duced number of platelets, is often a con- 
spicuous symptom. 

The same tendency for the marrow to show 
a reaction in all three phases of its blood form- 
ing function, which we have been emphasizing 
throughout, enters very disastrously into our 
treatment of polycythemia and leucemia. We 
can, with X-rays or other means, lower the red 
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cell count of polycythemia, but simultaneously 
there occurs a lowering of the white cells and 
platelets, If the treatment is persisted in un- 
til the red cell count has been brought down 
to normal and kept there for some time, a very 
dangerous reduction in white cells and in 
platelets tends to appear. In leucemia the X- 
rays or benzol will rapidly bring the white cell 
count down even to normal or below, but there 
is great danger that the coincident effect of 
the treatment on the diminished red cell and 
platelet forming function of the marrow will 
bring about a serious purpura and a fatal 
anemia. 

We see, therefore, that in therapy as well 
as in diagnosis we must keep in mind not only 
the one cell type in which the chief change 
from normal happens to have occurred in a 
given case, but also the secondary features of 
the blood count. This view of the blood count, 
which I am stressing, is, of course, nothing 
new; it is as old as blood counting itself; it 
is based on the origin of the hlood elements. 
Its importance, however, has not been sufli- 
ciently emphasized; attention has too much 
been centered on the chief change in the count 
and not enough on the secondary changes, such 
as the white cells in anemia, the red cells in 
leucemia, the platelets in aplastic anemia. 
With this point of view which I am present- 
ing, one could not be led into suspecting a leu- 
cemia on the basis of a leucocytosis with mye!- 
ocytes in an anemic infant, nor into confusing 
a case of purpura hemorrhagica which has be- 
come anemic from hemorrhage with aplastic 
anemia, One could not fail to appreciate the 
caution with which a good roentgenologist 
goes about the treatment of a leucemia with 
X-ray. 

Hematology has a bad name with the pro- 
fession because of its use of many and long 
names and many and varied methods and 
theories. It deserves a better reputation. In 
its simplest and most practical form it is still 
an extremely valuable aid to the practicing 
physician and surgeon. He need never know 
how to make a count himself if only he knows 
when to have one made and how to interpret 
it. He need not be able to recognize a myelo- 
cyte or an immature red cell if only he knows 
the significance of their occurrence in the 
blood. What is needed is a sure knowledge 
of the essentials; they are not many; they are 


| ‘ 
Le Vv, 


not difficult. It is these which I have at- 
tempted to review. 
Finally, let me warn against that familiar 


failing—a feeling of certainty based on a little 
knowledge. Leucocytosis, for example, (oes 
not always signify infection. It occurs, we 


have seen today, both in polycythemia an in 
secondary anemia. Severe anemia is not «l- 


ways pernicious; it may be secondary to a 
great variety of conditions, including leucejia 


and purpura hemorrhagica, Keep the origin 
and relationships of the small number of im- 
portant blood efements clearly in mind and 
the tendency of a disturbance of one to in- 
fluence the others, and I feel sure that blood 
counts will in the future become of greater 
and greater interest and usefulness to you. 
University Hospital. , 





MASSIVE COLLAPSE OF THE LUNG.— 
REPORT OF FOUR CASES.* 
By HUGH H. TROUT, M. D., 


an 
HARRY M. HAYTER, M. D., 
Roanoke, Va. 


The term massive collapse of the lung was 
first used by Pasteur,! in 1890, in describing 
the condition of the lower lobes of lungs found 
in cases, which came to necropsy, of post- 
diphtheritic paralysis of the diaphragm. In 
19087 he reported cases of collapse of the lung 
following operations. Since that time many 
such cases have been reported. 

During the past six years especial attention 
has been called to this condition due to the in- 
creased frequency with which it is noted as a 
post-operative pulmonary complication, Th's 
increase is in all probability due to the fact 
that previously the condition has escaped 
recognition, for, once it is recognized in a 
clinic, successive cases are discovered, and one 
finds massive collapse of the lung to be a com- 
plication which up to that time had not been 
considered. 

In a recent article, Scott? has given a review 
of the literature concerning this condition and 
a study of the cases reported, with detailed re- 
ports of four additional cases. 

The condition is a definite clinical entity. 
Observation has not extended over a sufficient 
period of time to determine the relative fre- 
quency with which it occurs, According to the 
study of Scott, the onset of symptoms is within 
twenty-four hours in 50 per cent of the cases, 





*Reatl before the Southwestern Virginia Medical Society, at 
Roanoke, Va., March 31, 1926. 
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after forty-eight hours in 20 per cent, and 10 
per cent are classified as latent as they com- 
plain of practically no symptoms. 

The symptoms most frequently noted are 
pain in the chest, difficult and rapid respira- 
tion, cyanosis, rapid pulse, e‘evation of tem- 
perature, cough, and expectoration, These may 
develop very suddenly or develop gradually 
over a period of several hours. The severity 
of the symptoms depends upon the amount of 
lung involved in the process, Likewise, the 
physical signs will be governed by the extent 
of the process. 

The signs noted are depression of the chest 
wall and limitation of the respiratory excur- 
sion on the affected side. Percussion note over 
this area may be hyperresonant or markedly 
impaired, The breath sounds may be dimin- 
ished or bronchial in character. The same case 
may give each type at different stages, Rales 
may or may not be present m the early stages; 
however, they are usually present as the con- 
dition begins to subside, and are of the coarse 
musical variety. Voice sounds are intensified 
or suppressed corresponding to the intensity 
of the breath sounds, The heart is displaced 
towards the affected side, the degree of dis- 
placement depending upon the amount of lung 
collapsed. The patient usually lies on, and 
with the head flexed towards, the affected side. 
This was noted in three of the cases reported 
in this article. 

X-ray examination shows marked density of 
the area involved, with the displacement of 
the mediastinal organs toward the affected 
side. 

The prognosis is good, The acute symptom; 
usually subside within twelve to forty-eight 
hours. The physical signs may clear up within 
three or four days, or it may require two weeks 
or more for the physical signs to return to 
normal, 

The etiology of massive collapse of the lung 
is not known. Various theories have been of- 
fered to explain the mechanism by which the 
condition is produced, Pasteur assumed that 
the condition is due to a reflex inhibition of 
the movements of the diaphragm. Elliott and 
Dingly* assume the condition to be due to ob- 
struction of the bronchioles by mucus, followed 
by absorption of the air contained in the 
alveoli. Briscoe’s® view differs little from that 
of Pasteur, yet he suggests the additional 


factor that, due to the inflammation of the which this condition is produced. 


diaphragm and the pleural membrane cover- 
ing it, the diaphragm, its synergic and an- 
tagonistic muscles are out of action: a'so, that 
a condition of collapse is favored by the pos 
ture and shallow type of breathing found in 
such cases, Scrimger® offers the explanation 
that the abdominal interference may, through 
a norma! vagus control, cause a contraction of 
the muscular elements in the lung, namely, the 
bronchioles, and this, aided by a subsequent 
collection of mucus, is sufficient to prevent the 
passage of air beyond the obstruction. Ab- 
sorption of the alveolar air would leave the 
lung in a condition of collapse. 

Bradford’ concludes that the collapse can be 
more readily explained as a result of the im- 
mobility and retraction of the chest wall and 
diaphragm than if regarded as due to bron- 
chial spasm, yet states that spasm of the bron- 
chioles would probably be a sufficient explana- 
tion of the condition if we could surmise how 
it could be brought into action, Scott offers 
the possibility of a vasomotor reaction caus- 
ing oedema of the mucous membrane lining 
the bronchioles, a condition somewhat similar 
to angioneurotic oedema, Thus, an obstruction 
is produced and, as he thinks, is maintained 
by tenacious secretions which are poured out 
into the bronchioles as a result of a low grade 
type of infection set up within the involved 
area, 

The anaesthetic seems to play no part in the 
production of this particular tvpe of pulmon- 
ary complication, as the condition develops in 
some cases which have had only a local anaes- 
thetic. Furthermore, cases are reported in 
which the lung collapse has developed follow- 
ing injury and in which no anaesthetic has 
been used, The four cases reported in this 
article received ethylene anaesthesia, as this 
anaesthetic is being used in practically all of 
our cases with acute abdominal conditions. 
Considering bronchial secretions as one factor 
in the production of massive collapse of the 
lung, then, in those cases which require a gen- 
eral anaesthetic, ethylene would be the one of 
choice, as it causes little irritation to the respi- 
ratory tract. 

After studying our own cases of massive col- 
lapse of the lung, we feel that the factors sug- 
gested by Scrimger, plus an interference with 
the normal respiratory mechanism, offer the 
most plausible explanation of the manner in 
Broncho- 
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scopic examinations in cases with lung collapse, 
and post-mortem findings in two cases which 
were recently reported by Jackson and Lee,* 
certainly emphasize the fact that the collec- 
tions of thick tenacious mucus are definite 
factors in producing an obstruction in the 
bronchial tree. 

Treatment is largely symptomatic. Morphia 
is used to quiet and to relieve the patient dur- 
ing the stage of acute symptoms. Scott reports 
observations on one case treated with atropin, 
the position of the heart being determined by 
fluoroscopic examination. The drug was ad- 
ministered until its physiological effect was 
produced and there was no change in the posi- 
tion of the heart. Following further admin- 
istration, the heart shifted more than a centi- 
meter towards the collapsed lung and the pa- 
tient’s symptoms became more pronounced. 

We have used atropin in three cases with 
massive collapse and in one which we thought 
was developing this condition. The position 
of the heart was not followed by the fluoro- 
scopic screen, However, following the ad- 
ministration of atropin these patients seemed 
relieved, If the improvement was due to atro- 
pin and not merely coincident with its admin- 
istration, it may have been brought about by 
a relaxation of the bronchial spasm and an in- 
hibition of the bronchial secretions. The role 
of atropin is, of course, open to question; how- 
ever, we feel that it is worthy of consideration 
in the treatment of massive collapse of the 
lung. 

Report or Cases 

Case No. 1—T. B. A., female, age 15 years, 
white. Admitted 11 P. M., Sept. 19, 1924. 

Complaint: Abdominal pain of three days’ 
duration. 

Past History: Patient had never been robust, 
vet her general health had been good. 

Present Illness: Three days previous to ad- 
mission, the patient began having pain in the 
lower right quadrant of the abdomen. This 
eradually increased in severity, with develop- 
ment of nausea and vomiting. Tenderness de- 
veloped in the lower right quadrant shortly 
after the onset of pain. Bowels had moved 
regularly. No dysuria. Patient had had a 
cold, sore throat, and cough for several days. 
Menstrual period began on the morning of ad- 
mission. 

Physical Examination: 
112; resp. 22. Cheeks were flushed, 


Temp. 101; pulse 
Pharynyx 


was moderately inflamed. Lungs were «lear, 
Heart sounds were normal. The apex wis in 
the 5th interspace just inside the mii. ‘ayi- 
cular line on the left side. The abdomen was 
scaphoid. There was definite muscular »:vid- 


ity on the right side, with tenderness on pres- 
sure over the lower right quadrant, No ass 
was palpable. Right thigh was held in s icht 


flexion. W. B. C. 20,000. Urine: Al!) men 
+; pus +. 
Diagnosis: Acute appendicitis. 


Operation: Patient was operated upon at 
12:20 A. M., Sept. 20th. Under ethylene anaes. 
thesia an acutely inflamed appendix was re- 
moved through a McBurney incision ani the 
abdomen closed without drainage. 

Post-Operative Course: Sept. 20th.—Patient 
had very little discomfort. At 11 A. M,, 
temp. 99; pulse 80; resp. 20, 





Fig. 1, Case No. 1.—September 22nd. Collapse of the right 
lung. Marked density of lung shadow with the mediastinal 
organs displaced to the right. 

Sept. 2ist.—At 7:30 A. M., the patient com 
plained of pain in the right side of the chest. 
Temp. 101; pulse 110; resp. 24. Temperature, 
pulse and respiration gradually increased dur- 
ing the day. Patient was perspiring pro- 
fuselv, At 12 P. M., temp. 103.2; pulse 152; 

resp. 48. The right chest wall was immobile. 
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Percussion note was hyperresonant over the 
entire right lung. Breath sounds were tubular 
in quality on the right side. There were no 
rales. No displacement of the heart was noted. 
No cyanosis. Patient was lying on her right 
side und was having an occasional cough. 

Sept. 22nd.—At 10 A. M., the patient’s con- 
dition showed little change other than marked 
displacement of the heart to the right side. 
Teni}». 103.2; pulse 140; resp. 40. Patient X- 
rave (see Fig. 1). 

Sept. 23rd.—Temp. varied from 100 to 103 
during the next 24 hours. Distant tubular 
breath sounds were heard over the right lung 
witli numerous coarse rales. No change in the 
cardiae displacement. Considerable cough with 
blood-tinged tenacious sputum. 

Sept. 24th—At 9 A. M., temp. 98.6; puise 
90; resp. 30, Patient was very comfortable. 
She continued to raise blood-streaked tenacious 
sputum. There was no change in the position 
of the heart. 





Fig. 2. 
the mediastinal organs. 


Marked displacement of 
Lung shadow less dense. 


Case No. 1.—September 27th. 


Sept. 27th.—Temp. had not been above 99.2. 
Pulse normal. Heart was still displaced to the 
right side. (See X-ray, Fig. 2). From thi- 
date the patient’s course was uneventful. How- 
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ever, the heart was slow in returning to its 
normal position, as on discharge, sixteen days 
after onset, it still showed slight displacement 
to the right. (See X-ray, Fig. 3). 





Fig. 3. Case No. 1.—October 6th. Slight dis- 


Lung clear. 
placement of the heart to the right. 


Treatment in this case consisted only of 
morphia to relieve and quiet the patient, in 
addition to the routine post-operative care. 

Case No, 2.—L. O. L., male, age 16 years. 
white. Admitted 11:50 A. M., Oct. 23, 1924. 

Complaint: Abdominal pain of 24 hours’ 
duration. 

Past History: Pertussis six 
General health excellent. 

Present Illness: About 24 hours prior to 
admission, the patient began having general- 
ized abdominal pain. The pain later localized 
in the lower right side of the abdomen, Ten- 
derness developed in this area soon after the 
onset of pain. He had been nauseated and had 
vomited several times, He had had no dysuria. 
He had had a mild cold for several days. 

Physical Examination: Temp. 99; pulse 
96; resp. 20. The physical examination was 
essentially negative except for the abdomen. 
There was moderate muscular rigidity on the 
right side, with tenderness on pressure over 


months ago. 
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No mass was palp- 


Urine: Albumen +: 


the lower right quadrant. 
able. W. B. C. 21,000. 
pus, trace. 

Diagnosis: Acute appendicitis. 

Operation: Patient was operated upon at 
12:20 P M., Oct. 23rd. Under ethylene anaes- 
thesia, a very acutely inflamed appendix was 
removed through a McBurney incision, The 
abdomen was closed without drainage. 

Post-Operative Course: Oct. 24th.—Un- 
eventful 24 hours. Temp. 99.6. 

Oct. 25th.—Patient having occasional mild 
attacks of coughing. Temp. 99; pulse 90; 
At 3 P. M., the patient complained 


resp. 20. 





Fig. 4. Case No. 2.—October 25th. Collapse of the middle and 
lower lobes of the right lung. Heart displaced to the right. 


of pain and soreness in his right chest and of 
shortness of breath, At 7:30 P. M., the patient 
became cyanotic. Resp. 32; pulse 132, weak 
and irregular; axillary temperature 104. The 
right side of his chest was retracted and the 
respiratory excursion markedly decreased. 
Patient would lie only on his right side. Per- 
cussion note was tympanitic over the entire 
right lung. Breath sounds were tubular in 
quality with numerous coarse rales, The heart 
was markedly displaced to the right side, (See 
X-ray, Fig. 4). Patient did not receive 


July, 
morphia. Atropine gr. 1/150 administered 
hypodermatically q. 3 hours, beginning at s 20 
P. M. At 8:30 P. M., the respirations were 
less labored and the patient was expectorating 
blood-tinged sputum. 

Oct. 26th—At 12:30 A. M., axillary temp, 
was 102; pulse 128; resp. 28. Patient was 
sleeping and rested well during the remainder 
of the night. Oct. 26th, at noon, the patient 
was comfortable. Temp. 98.6; pulse si: resp. 
20. Atropine was discontinued. 


Oct. 27th—Moderate cough with |)lood- 
tinged sputum. Breath sounds were distant 


over the right base with numerous coarse rales, 
Heart returning to normal position, (Sve X- 
ray, Fig. 5). Recovery uneventful. 





Case No, 2.—October 27th. Heart returning to normal 
position. Lung expanding. 


Fig. 5. 


For X-ray Oct. 29th, see Fig. 6. 

Case No, 3.—R. J., male, age 16 years, white. 
Admitted 6:10 P. M., Jan. 4, 1925. 

Complaint: Abdominal pain, nausea and 
vomiting. 

Past History: Essentially negative. 

Present Illness: Four days previous to ad- 
mission, the patient began having generalized 
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abdominal pain associated with nausea and 
vomiting. This continued for one day, after 
which the pain localized in the lower right 
quadrant, with the development of tenderness 
in this area, These symptoms persisted to 
date of admission. The patent was given a 
large dose of castor oil at onset of symptoms. 





Heart in 


Case No, 2.—October 29th. Lung clear. 


normal position. 


Fig. 6. 


His bowels moved freely. He had had no 
dysuria. Had had a cold for about one week. 

Physical Examination: Temp. 101.6; pulse 
108; resp. 22. General physical examination 
was essentially negative with exception of the 
abdomen, There was marked rigidity over the 
entire abdomen, with tenderness throughout, 
yet the tenderness was more marked in the 
lower right quadrant. W. B. C. 20,000. Urine: 
Albumen, trace; pus, trace. 

Operation: The patient was operated upon 
at 7 P. M., Jan. 4th. Under ethylene anaes- 
thesia the abdomen was opened through a 
McBurney incision. On opening the peri- 
toneum, a considerable amount of free pus es- 
caped. A gangrenous appendix was removed 
and the abdomen closed with drainage. 
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Post-Operative. Course: Jan, 5th-—At 7 A. 
M., the patient’s temp. was 102.2; pulse 106: 
resp, 22. At 4 P. M., he began complaining of 
a “choking sensation.” Temp. 102.4; pulse 
100; resp. 28. There was a slight cyanosis. He 
complained of severe abdominal pain. He 
had coughing attacks during which consider- 
able thick mucus was raised, Examination of 
the chest showed the heart displaced to the 
right side, occupying a position in about the 
middle of the chest, Percussion note over the 
right base was dull. Breath sounds were dis- 
tant and tubular in quality over this area, with 
numerous coarse rales. Diagnosis of massive 
collapse of the right lower lobe of the lung was 
made and confirmed by X-ray examination. 
Patient was given morphia gr. 14 and atropin 
gr. 1/200 q. 3 hours, He had a very comfort- 
able night. ° 

Jan. 6th—At 11 A. M., temp. 101.4; pulse 
114; resp. 28. Little change was noted during 
the day. Morphia was discontinued and atro- 
pin gr. 1/150 was given q. 3 hours, Patient 
slept well from 10 P. M. until 6 A. M. the fol- 
lowing morning. 

Jan. 7th—Temp. 99.8; pulse 90; resp. 20. 
Percussion note was resonant over the right 
lower lobe. The rales persisted. 

Jan. 8th.—Heart was occupying a normal 
position. Recovery uneventful, Temperature 
did not go above 99.8. 

Case No, 4.—J.H., male, age 22 years, white. 
Admitted Nov. 29, 1925. 

Complaint: Chronic indigestion and at- 
tacks of abdominal pain. 

Past History: General health had been good 
with the exception of frequent attacks of ton- 
sillitis. 

Present Iliness: During the past five years 
the patient had had frequent attacks of epigas- 
tric pain, accompanied by slight nausea. This 
usually lasted about three hours, Following 
the attacks, moderate tenderness developed in 
the lower right abdomen, Since the beginning 
of these attacks, he had frequent gaseous eruc- 
tations and some abdominal discomfort follow- 
ing meals. The present attack began three 
days previous to admission. 

Physical Examination: Temp. 98.8; pulse 
70; resp. 20. The patient was a well-devel- 
oped, robust young white man. The physical 
examination was negative except for the abdo- 
The right abdomen showed moderate 


men. 
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rigidity and tenderness. the tenderness being 
most marked just to the right of the umbilicus. 
No mass was palpable. W. B. C. 18,000. 
Urinalysis: Negative. 

Diagnosis: Acute appendicitis. 

Operation: Patient was operated upon at 
9 A. M., Nov. 30th. With the patient under 
ethylene anaesthesia, the abdomen was opened 
through a right rectus incision, The appendix 
was found to be high up behind the cecum. 
It was moderately inflamed, tightly bound 
down by adhesions, with the tip posterior to 
the fundus of the gall-bladder. The appendix 
was removed and the abdomen closed without 
drainage. 

Post-Operative Course: During the first two 
days the patient had slight cough with tena- 
cious mucoid sputum. Temp. varied from 
98.6 to 100.6; pulse 84; resp. 20. 





No. 4. 


Case 
right lung. 


December 2nd. Collapse lower lobe of 
Heart displaced to the right. 


Dec, 2nd.—At 11 A. M., he complained of 
severe abdominal pain. Temp. 100.6; pulse 
124; resp. 22. The mucus in his throat was 
causing him considerable discomfort. At 2:40 
P. M., temp. 104.2: pulse 130; resp. 30. His 
face was flushed and his lips were slightly 
cyanotic. Physical examination showed the 
right chest retracted and moving very little on 
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ily, 
respiration, Percussion note was dull over the 
right base. The heart was displaced to the 
right. The breath sounds were distant and 
tubular in quality over the right base. No 


rales were heard. Percussion note over the 
left lung was hyperresonant. X-ray eXamiia- 
tion revealed a collapse of the lower lobe of 
the right lung, with the mediastinal org 
(lisplaced to the right. (See Fig. 7). <Airo- 
pin gr. 1/100 was given hypodermatical| 
three hour intervals. 


Is 


Dec. 3rd.—Patient had a very comforta! le 
night. Had moderate cough productive of 
thick vellowish sputum. Temp. 99; pulse 10; 
resp. 24. Percussion note over the right 
was slightly impaired. Breath sounds were 
slightly exaggerated with coarse rales at the 
end of inspiration, X-ray showed the heart 
approaching normal position and slight cloud 


ise 


ing of the lower lobe of the right lung. (See 
lig. 8). <Atropin decreased to gr. 1/150 q. 3 





Fig. 8. 


Case No. 4.—December 8rd. Condition rapidly subsiding 


hours, Patient had only an occasional cough. 
W. B. C. 16,000. 

Dec. 4th.—Patient was very comfortable. 
Temp. 98.6; pulse 88, resp. 22. Examination of 
the chest was negative. X-ray showed right 
lung clear and the heart in normal position. 
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Atropin was discontinued. The patient made 
an uneventful recovery from this date. 
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HERNIAS.* 
E. M. TOWNSEND, Surgeon (R), U. S. P. H. S., 
Norfolk, Va. 
U. S. Marine Hospital No. 82. 
‘| he frequency and many varieties of hernias 
male them interesting and the passage of the 


“\Vorkmen’s Compensation Act” in the many 
states increases their importance from an in- 
dustrial and economic standpoint. It is esti- 
mated that a hernia lessens an employee's effi- 
ciency 25 per cent. Colcord collected 
tionnaires covering about 500,000 examina- 
tions. Of those examined 10 per cent had 
open rings and 2 per cent had hernias, Col- 
cord examined 9,000 men and found 1.7 per 
cent had hernias. McCullough examined 
8,000 men for employment, 1.4 per cent were 
rejected on account of hernias. Keith, in 
“British Medical Journal,” states it is esti- 
mated that 20 out of every 1,000 male inhabi- 
tants of Great Britain are ruptured. 

From the standpoint of age incidence the 
study of a large group shows that during the 
first year of life 44 of every 1,000 babies are 
ruptured. Between the ages of 6 and 10, the 
most immune period, 6 per 1,000. After this 
an increase is noted, The following tables il- 
lustrate our series. All these patients were 
treated at U. S. Marine Hospital No. 82, Nor- 
folk, Va. All were adult males, beneficiaries 
of the Public Health Service and representa- 
tive of the beneficiaries treated in the 25 marine 
hospitals and 128 other relief stations of this 


ques 


Service. 

Admissions 12,490. 
tients or 2.8 per cent. 332 operated, 
tality, none. 

Keith attributes the occurrence of inguinal 
hernia to failure in the mechanism of the in- 
cuinal “shutter.” This apparatus is repre- 
sented by the contractile conjoined muscle 
whose action against the fixed Poupart’s liga- 


Hernias 420 in 359 pa- 


Mor- 


*Read before the Norfolk County Medical Society, at Norfolk, 
Va., October 5, 1925. 
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ment serves to close the peritoneal area of 
weakness—occupied by the transversalis fascia. 
The shutter is worked by a reflex nerve mech- 
anism. Other writers refer to the inguinal 
sphincter. Owing to the lack of food during 
the great War, hernias in Germany increased 
25 per cent. 


Heredity undoubtedly piays a part as statis- 
tics show that 25 per cent give a history of 
hernia in their parents or grandparents. Hy- 
poplasia of the structures around the rings 
and canals following disease or incidence to 
old age plays a part. These factors, plus the 
congenital predisposition to hernia in man, 
combined with the activities of life and in- 
creased intra-abdominal pressure, can be well 
considered as a cause in their production. 
Straining increases the intra-abdominal ten- 
sion 100 m.m. of mercury. 


Of the various types as shown in the table. 
by far the larger number being right side in- 
direct inguinal hernias, we naturally wonder 
why right side hernias predominate. Many ex- 
planations are offered. The majority of peo- 
ple are right handed, which puts more strain 
on the right side of the body. The many 
operations performed through right-side ab- 
dominal incisions predispose to right side in- 
guinal hernias, due to injury to the nerves. 
blood vessels, muscles and. fascia at time of 
operation, and by drainage tubes, suppuration 
of fascia and muscles around the internal ring. 
and injury to the ilio-hypogastric and ilio-in- 
guinal nerve certainly predispose to hernia. 

Hoguet reported 190 operations for acute 
appendicitis with inguinal hernias following 
in 8 cases, Griffiths reported 11 cases, 10 of 
which followed the McBurney incision. We 
recently operated a case in which the post- 
operative ventral and right inguinal hernia 
which followed the appendectomy were both 
repaired through the same incision. I believe 
nerve injury was responsible for these hernias 
and not suppuuration of muscle and fascia. 

Lockwood explains the greater frequency on 
right side by the inclination of the mesentery 
towards the right iliac fossa. Knox attributes 
it to the greater size of the right side of the 
pelvis as compared to the left. Embryologi- 
eal development is undoubtedly a factor favor- 
ing greater frequency on the right side. Of 
the 6 femoral hernias, 5 were on the right side 
and 1 on left. 
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Total Bil. Indirect Direct Operated | Anaesthetic 
— No. |— eee ne 
Right | Left Right Left | General Lo ve 
eee) Eee Sa ES £2225 2) Ses . 
ee | anit ee _ 
2 ey | 
Hernia Indirect Ing. 364 57 207 |= 157 269 259 j hy 
Hernia Direct Ing. 14 3 | 9 5 12 10 cs 
———$—_ $$$ $$ |__| —__ |__| ——————|——_——— el 
Hernia Ventral 6 | 3 3 si 
Hernia Ventral P. O 18 | ae 11 11 in 
rae a i Sn i a Meee eel meee ke 
Hernia Lumbar P. O 2 | oii 1 
i Kvece > Ty aa . a at —_ ae eee ea ea a i Re ay 
Hernia Femoral 5 l | — 6 6 p| 
— = — . _— - a oe 
SS ie oe ee eee a ee ee ) 
Hernia Umbilical 2 --| | 1 1 | 
Hernia and Hydrocele | 4 1 sane | 2 a o 
—_— ee a ps | — — — — | ——__ —__- — —— 
Hernia and Varicocele | 1 10 | 7 7 1 
_— ———___—__——. —————_$| ——__|cc-_- | ——— |} —-——_—_ —_ ——_——_ te 
Hernia Undescended 1 | 8 1 8 8 te 
—— _— $$$ __—__— | —————— a a regia $Y —— — | —____ = — _ 
Hernia Strangulated 8 | 6 | 2 8 8 St 
Oe tel ee pe wees mene emi ee ee meee ler 1 
Hernia Traumatic 1 1 1 1 , 
| ( 
| 
ie = . oa wai i ~ ie tee a gems i ee eee ao ee ai te 
Total ' 420 62 227 171 9 5 332 319 13 ti 
t! 
Hernia and Appendectomy 34 or 10.2 per cent..............--..-..-......- 32 2 | 
Recurrent Hernias Operated in this Series: \ 
Ventral Direct Ing. Indirect Ing. Saddle Bag Total Per Cent S| 
1 + 5 0 10 3.01 I 
r 
Complications, etc., observed: r , fi 
Painful Post- Atrophy Resect. Accidental Va- Post-Operation 
Operation Scars Testicle Adhesions Intest. sotomy and Repair Hemorrhage 
. 
a 8 1 1 1 2 _ = 3 4 
Retracted Iliac Vein Deep Artery Epi- Truss on Paraffine Silk Worm Gut ‘i 
Testicle Punctured gastric Ligated a Bubo Method Repair with Sinus a 
1 1 1 1 1 1 
Compensation Hernias: c 
Total 71, or 19.7 per cent of all patients. Average time in Hospital, 29.9 days. S 
; ‘ ‘ has rae = i 
Veterans Bureau, 37. Employees’ Compensation Commission, 34. 
37 x 30 days x $3.80 per day = $4218.00 34 x 30 days x $3.89 per day = $3967. 80 d 
37 x $82.50 per mo. = $3052 . 50 34 x $66.66 per mo. ( 
—— for 6 weeks = $3400.00 
$7270.50 noneansitat ( 
Total Compensation, $14,638 . 30. $7367.80 
Hernia and hydrocele—4 on right side and ticle favors descent. There is a delayed des- 
1 on left side. cent on right side and a later closure of the 
Hernia and varicocele—10 on left side and canal. This favors the right side till puberty. 
1 on right side. The cause of the right side Hernia and undescended testicle require no spe- 
variococele was probably due to pressure. cial operation for the hernia. Treatment 
Hernia and undescended testicle—9 on right should be to preserve the testicle. If it is as 
side, 2 on left, and 1 bilateral. The greater high as the internal ring it can be placed in 
frequency on right side is anatomical, The in- the abdominal cavity. It is important from 
creased blood supply and weight of left tes- an endocrine standpoint. It should, if possi- 
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A truss should 
From the fourth to twelfth 
year is the most advisable time to operate. 


ble. be placed in the scrotum, 
never be advised, 


evan’s operation is advised, the vessels 
heing severed when necessary in about 10 per 
cent of the cases, The vas is generally long 
enough and extra length can be gained by dis- 
secting the vas free at the testicle. I find sutur- 
ing the cord to the pillars of the external ring 
keeps the testicle down and there is no danger 


of constricting the blood supply. The atro- 
phied undescended testes do not grow after 


being placed in the scrotum. Patients should 
be told this, as later they may blame the sur- 
veon for the atrophy of the testicle. The nor- 
mal undescended testicle when operated prior 
to puberty tends to develop normally. If the 
testicle can be placed in the scrotum without 
severing the blood supply, this should be done. 
Then there is no danger of gangrene of the 
testicle. Extreme gentleness in handlin, the 
testicle should be observed, as trauma at opera- 
tion may be more responsible for gangrene 
than severing the vessels, Gentleness will pre- 
vent a lot of the post-operative pain and 
swelling. The scrotum should be supported. 
It generally gets black, due to small hemor- 
rhage from dilating to make sufficient room 
for the testicle. 

Eight strangulated hernias were operated, 6 
right side and 2 on left. The greater fre- 
quency of right side hernias and greater length 
of mesentery on right side can be attributed 
as a cause of the greater frequency on right 
side. The greater frequency of right side 
hernias would naturally favor a larger per- 
centage of the special varieties on the right 
side. The strangulated hernias were operated 
immediately after admission and all 8 made 
an uneventful recovery. Resection was not 
done in a single case. If the mesentery is not 
too badly damaged and blood supply present, 
a very discouraging gut will clear up. I have 
replaced several that looked very doubtful but 
after a few days of distention, hot packs and 
repeated small ss. and g. enema, this subsided. 
It is advisable to wrap the badly damaged gut 
with omentum and it is claimed that if an 
incision down to the muscularis bleeds nor- 
mally the gut can be returned safely. A two 
stage operation is necessary if the patient 1s 
not in good condition. Local anaesthesia 
should be used and shock combated, If com- 
plete obstruction is present with severe shock 
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and toxemia, enterostomy or colostomy, under 
local, is advisable and saline hypodermocly- 
sis—3,000 c.c. daily, Saline is as beneficial in 
these cases of strangulation and incarceration 
as in acute intestinal obstruction from other 
causes for the same reason—‘“a deficiency of 
chlorides.” Local anaesthesia, a two stage 
operation, and saline are urged for the critical 
cases of incarcerated or strangulated hernia. 

Of the 23 ventral hernias, 11 were operated. 
One patient twice, and he now has a ventral 
hernia, This patient developed a post-opera- 
tive pneumonia and states while coughing and 
sneezing he again ruptured himself the second 
week after operation. Coughing and vomit- 
ing after operation is a factor in producing 
operative failures, as it has been shown that 
it increases the intraabdominal tension. An 
overlapping of the fascia is necessary; chromic 
catgut should be reinforced with a few in- 
terrupted kangaroo sutures, The Mayo opera- 
tion for umbilical hernia is most satisfactory, 
—a transverse overlapping of the fascia, the 
lower flap being taken up under the upper, 
mattress sutures being used. 

In this series 36 appendectomies were done 
at same time the hernias were repaired, many 
of which showed evidence of chronic inflam- 
mation, as adhesions and masses in appendix. 
Several on section showed chronic inflamma- 
tion. The appendix, if accessible and there is 
any evidence of inflammation, should be re- 
moved, It is advocated by some as a routine 
procedure. Appendiceal pain is occasionally 
attributed to right side hernia and small right 
side hernias are occasionally overlooked and 
the appendix blamed for the troub‘e. In doing 
herniotomies on seamen [I favor removal of 
the appendix, if possible, through the hernia 
incision. It takes but little longer, convales- 
cence is the same, and a seaman is better off 
with his appendix out. Torek advises a longer 
incision and describes a special combined 
operation for herniotomy and appendectomy. 
Cohen also describes a combined right ingui- 
nal hernia and appendix operation and states 
that in a considerable number of cases the 
cecum and occasionally the ileum is found ad- 
herent to the sac, and a simple herniotomy 
would leave a chronic appendicitis and adhe- 
sions with their concomitant symptoms of pain 
and intestinal disturbance. 

Acute appendicitis occurring after herniot- 
omy is illustrated in the following case :— 
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L. F., No. 3962, admitted to hospital and hernia 
repaired January 17, 1921. Patient 15 days 
later, February 1, 1921, developed an acute ap- 
pendicitis. Appendectomy February 1, 1921. 
Fifteen days prior to the attack of acute ap- 
pendicitis would have been an ideal time for 
un appendectomy. 

If the appendix cannot be removed through 
the hernia incision it should be manipulated 
as little as possible. If it has to be left behind, 
manipulations may start up an appendicitis 
during the convalescence from the herniotomy. 
Especial care should be exercised in handling 
the stump to prevent infection of the wound, 
as an infection would predispose to recurrence 
of the hernia, This is more important than 
in the usual appendectomy. 

The following case will illustrate the neces- 
sity of locating and removing the appendix :— 
(. L., No. 12362, admitted to hospital October 
s. 1925. Patient stated he had been ruptured 
on both sides since 7 years of age and that 
in October, 1925, (exact date not given), while 
carrying fittings for ship at laid up steel fleet 
he strained himself. Continued to work, but 
the pain remained, being worse on walking. 
Three days prior to admission the pain got 
worse and caused him to come to hospital for 
relief. Chief complaint was pain in region of 
right internal ring and a bilateral inguinal 
hertiia. Examination showed that patient had 
a complete indirect hernia on right side and 
a small direct hernia on left side. Blood pres- 
sure 140/85. No trouble at this time was sus- 
pected with the appendix. Temperature 99 
for two days prior to operation October 12, 
1925—4 days after admission. At operation, 
after the hernia sac was opened, retractors 
were inserted and a coil of intestine pushed 
aside and appendix located. Tip appeared 
large and terminal 2 inches larger than norma! 
and edematous. Many adhesions were around 
base of appendix. After removal, section 
showed 4 fairly hard, small fecal masses in 
appendix. This was unquestionably the cause 
of his pain and temperature. Repair of the 
hernia would not have relieved this patient of 
his pain and it is very probable that had his 
appendix not been removed at this time an 
appendectomy would have been necessary 
later. A special incision is generally not neces- 
sary. Traction upwards and inwards gen- 
erally gives ample room. The incision can be 
extended upwards when indicated. 
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The two lumbar hernias both followed |. 4- 
ney operations and the hernias presente: |) 
the region of Petit’s triangle as a lumbar »\\J 
ventral hernia combined, one of which » 
operated on account of the pain and weak: <s 
which disabled him from his usual occupa: 1; 
as aseaman. The other patient refused op «- 
tion. The history and technique as used i: 
one operation may be of interest: 


M. L., seaman, age 51, admitted Septem «: 
11, 1925. In 1901 patient had a tubercul: \< 
right testicle removed. In 1903 patient ha a 
left nephrectomy done for a T. B. kid 
About three weeks after operation he 
lifting up on a tight window and felt so 
thing tear on left side and had some pain in 
back. At first the swelling in side was small, 
but gradually grew larger until it has reached 
the size that it feels like the whole insides 1 
coming out. Worse on exertion. Chief coin- 
plaint was hernia, left side abdomen and | 
bar region, Physical examination showed 
fairly well-developed male adult. Weight |) 
lbs. Height 66 inches, Heart not enlarg: 
Rate normal. Systolic murmur at apex trai 
mitted to left axilla. Blood pressure 80/. 
Lungs negative. Abdomen showed linear sca 
10 inches long parallel with 12th rib. There 
is a large bulging mass, increased on straininy. 
large enough to accommodate approximate|\ 
1/5 of patient’s intestines. Urinalysis showe: 
sp. gr. 1,020; albumen, positive; pus present. 
Kidney function 40 per cent first hour, 15 pe 
cent second hour,—total 55 per cent. Wasse 
mann negative in all antigens. Patient was 
confined to bed and digitalized. Twenty days 
after admission patient was operated, Para 
vertebral anaesthesia supplemented with skin 
infiltration along area of old scar. Five c.c. 
2 per cent procaine and adrenalin was in 
jected between 9th and 10th, 10th and 11th ani 
11th and 12th spinal vertebrae, hoping to block 
the ilio-inguinal and ilio-hypogastric nerves. 
which, from total absence of pain must have 
been successful. Patient only complained of 
a sensation of heaviness when intestines were 
packed off. The various structures were im 
bricated, interrupted catgut and kangaroo 
tendon being used. Recovery was uneventful 
except abdominal distention which was re 
lieved with enema, rectal tube and heat. Pa 
tient is now up and about. No evidence of 
hernia, Rest and an abdominal binder for 6 
months advised. There is no doubt but pa- 
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tient was correct as to cause of this hernia, as 
the nerves were found intact and very little 
atrophy present, which facilitated healing after 
repair. Para-vertebral blocking was espec- 
ially useful in this case where general anaes- 
thesia was contra-indicated. 

The living suture of Gallie is finding a dis- 
tinct place in the repair of hernias, especially 
of the recurrent type. The fascial strip is 
easily obtained from the thigh and with the 
large eved fascia needle is easily used. ‘Too 
much tension should not be placed on this 
suture and the overlacing is advised. By re- 
tracting the skin incision on outer side of 
thigh an 18 to 22 inch suture 14 inch wide can 
be obtained through an 8 or 9 inch incision. 


The following case was repaired with the 
fascial suture:—M. G., age 53, white, male, 
weight 168, from the Coast Guard Service, 
was admitted to hospital June 4, 1925. Diag- 
nosis—cholelithiasis. Family history nega- 
tive. Chief complaint—abdominal pain and 
jaundice. Examination showed rigidity and 
tenderness upper right quadrant over gall- 
bladder region. Skin markedly jaundiced. 
Small superficial subcutaneous hemorrhages 
under skin, dorsum right hand. Bowels con- 
stipated. Stools white. Urine almost black in 
color. Heart and lungs negative. Blood 
sugar .198; red blood count 4,880,000; white 
blood count 5,000. Hemoglobin 78 per cent. 
Blood negative for malaria. Urinalysis showed 
albumen 2 plus, pus 4 plus, bile present, sp. 
er. 1005. Wassermann negative. June 8, 1925, 
cholecystectomy was done and gall-bladder and 
two stones removed. Common duct opened 
and tube inserted. August 30th, tube removed. 
September 5th, sinus healed. Ventral hernia 
present, September 28, 1925, ventral hernia 
repaired. Fascia overlapped and sutured with 
No. 3 chromic catgut and kangaroo tendon, 
reinforced with a strip of fascia. From a 9 
inch incision in left thigh a suture 22 inches 
long and 14 inch wide was taken from fascia 
lata and sutured over the weaker upper por- 
tions of the flaps under slight tension in a 
criss-cross manner. No drainage. Incision in 
thigh closed. Wounds healed in 8 days. Con- 
valescence uneventful. No evidence of a ven- 
tral hernia now present, There is no evidence 
of muscle hernia at site of removal of fascial 
suture, This patient made a rapid gain in 
weight after the common duct drainage and 
the increase in intra-abdominal pressure due 


VIRGINIA MEDICAL MONTHLY. 225 


to fat undoubtedly predisposed to the ventral 
post-operative hernia, An effort should be 
made to avoid taking on fat for 12 months af- 
ter repair of hernia. A tight abdominal binder 
is beneficial. When the peritoneum is diffi- 
cult to close the patient should be placed in 
the “jack knife” position—that is the chest 
elevated and knees flexed. This removes the 
strain and tension on the structures and de- 
creases the size of the hernial openings 25 to 
50 per cent. 

True sliding hernia is rare. Only one oc- 
curred in this series, Moschowitz says the 
diagnosis is well nigh impossible, principally 
due to (1) the rarity of the condition, so that 
the surgeon hardly ever thinks of its occur- 
rence; (2) the differential points are so trivial 
that the pre-operative diagnosis cannot be 
made with any definite degree of certainty. 
The mere fact that the large intestine is in 
the sac does not constitute a sliding hernia. No 
viscus that has a complete peritoneal invest- 
ment or at least an appreciable mesentery can 
be the sliding element of a hernia. He further 
describes a two-fold mechanism as the basis 
of the sliding hernia, namely, (1) the pulling 
mechanism and (2) the pushing mechanism. 
The viscus and the nutrient vessels slide down 
from the posterior abdominal wall and carry 
the parietal peritoneum with them. This is 
the cause of the extreme difficulty in reducing 
the hernia and dealing with the sac. The treat- 
ment consists in first recognizing the condi- 
tion, and reducing the prolapsed intestine, 
which is very difficult. Moschowitz advises 
opening the peritoneum higher up through an 
incision made through the internal oblique 
and transversalis muscle (a McBurney inci- 
sion) and reducing the hernia by traction upon 
the intra-peritoneal continuation of the pro- 
lapsed intestine. The small sac can then be 
readily closed. To reduce the larger hernias 
he recommends a vertical incision at the level 
of the umbilicus and, after reduction, the post- 
parietal peritoneum can be sutured to the retro- 
peritoneal tissues. After reduction the sac is 
very small, the parietal peritoneum having 
been reduced. Should I have another case I 
will try a higher incision and reduction by 
pulling, rather than by pushing, as advised by 
Moschowitz. 

The following case well illustrates pre- 
operative treatment, local anaesthesia, and one 
of the unusual sliding type of hernias: R. J., 
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age 57, white, occupation—Master of ship, ad- 
mitted to hospital April 13, 1925, at 11 A. M. 
Patient states he had been ruptured 19 months, 
Thought it was caused by digging a ditch. 
Hernia was at first reducible but later became 
non-reducible. Mass has gradually grown 
larger. Chief complaint was left scrotal mass 
with occasionally a few stitch pains in left in- 
guinal region. Examination showed a cor- 
pulent male adult, weight 235 lbs.; height 70 
inches; teeth and tonsils infected; lungs nega- 
tive; heart enlarged; aortic sounds roughened. 
Blood pressure 210/135. Abdomen—excessive 
amount of fat. Large mass extending down 
into scrotum, non-reducible and does not trans- 
illuminate. Operation under general anaes- 
thetic not advised on account of blood pres- 
sure and aortitis. X-ray of chest. Diet, rest 
and dental treatment advised, then operation 
under local anaesthesia. Wassermann negative 
in all antigens, Urinalysis negative. X-ray 
report as follows: The aortic shadow is wid- 
ened and the heart shadow is greatly enlarged 
to the left. Apex right lung is heavily mottled. 
Impression—aneurism, hypertrophy of heart, 
and T, B. Diagnosis—hernia, inguinal, left, ex- 
ternal, complete, scrotal, non-reducible; car- 
diac hypertrophy, chronic tonsillitis. On May 
11, 1925, operated under local, regional and in- 
filtration combined. Patient was prepared as 
follows: ss. and g, enema evening before 
operation and a glass of water every hour from 
6 P. M. until midnight. In A. M. enema was 
repeated; morphine gr. 14 and atropine gr. 
1/150 1 hour and 30 minutes prior to opera- 
tion, and 300 e.c. 4 per cent magnesium sul- 
phate solution and 3 drams of paraldehyde 
per rectum. Hour later, morphine gr. 14 re- 
peated, Two per cent procaine for skin was 
used and 1 per cent procaine for regional 
blocking. Anaesthesia was complete and pa- 
tient had no pain during operation, There 
was a large mass of omentum in hernia sac and 
10 inches of descending colon. The omental 
mass was excised and 10 inches of descending 
colon replaced with difficulty. The Trendelen- 
burg position is helpful in these cases and the 
reduction of 25 pounds in weight and removal 
of the large mass of omentum facilitates re- 
duction of the sliding hernia. A portion of 
sac was excised and part sutured over the 
colon, and hernia repaired. Method of repair 
—‘Andrews’ Imbrication;” cord not trans- 
planted. Convalescence uneventful, Tonsil- 
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lectomy on June 22nd under local, procaine 2 
per cent. 

On June 9th, blood pressure was 1335/0: 
weight 177. Examination 2 months later 
showed no evidence of hernia. No history of 
intestinal disturbance followed. — Traction 
through a small McBurney incision as advised 
by Moschowitz would have greatly facilitated 
reduction of colon, It was only ‘by catching 
colon high up with long intestinal clamps that 
colon could be reduced and then not satis- 
factorily. The next time I will try Moschow- 
itz’s method of pulling the sliding viscus, not 
pushing it, as I belive his principle to be cor- 
rect. 

Saddle-Bag Hernias—Coley states that sail- 
dle bag or direct and indirect hernia should 
be considered and treated as a variety of (i- 
rect hernia. Removal of both sacs is essential: 
in Coley’s series of 280 cases of direct hernias 
in male adults, 85 of which have been followed. 
recurrence developed in 14 (16.4 per cent). 
For this variety of hernia the “living suture” 
repair of Gallie is of great value and may be- 
come the suture of choice. 

“The type of operation to be performed 
should be determined by the tissues available 
for repair, The use of a standardized techni- 
que for all cases should be deprecated.” 

Four of my recurrent hernias in two pa- 
tients were in double saddle-bag hernias. In 
the first case I did not find the direct sac at 
operation, The second case, a T. B., was done 
under local and his hernia recurred as a bulg 
ing through the internal rings, either due to 
faulty healing or defective closure or repair. 

Compensable hernias should be considered, 
as 71 of this series were compensable and cosi 
us approximately $14,638.00 or more. Mock 
advocates the term compensable hernia to in- 
clude all cases of true traumate hernia and all! 
vases of “accidental hernia” in which the force 
causing their development is directly the result 
of some unnatural occupation hazard. 

The French writers divide them into 3 
groups: (1) true traumatic hernia, which is 
lue to direct violence; (2) hernia of weakness, 
which is the result of a deficiency or malfor- 
mation in the development of the structures 
in the hernial regions; (3) occupational hernia 
(hernia of effort) which is due to sudden in- 
crease in intra-abdominal tension, These con- 
stitute about 99 per cent of all hernias that 
come before State industrial commissisons. 
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(1) True traumatie and (2) accidental or sud- 
den hernia appear to be the better classifica- 
tion. 

Germany (1884) was the first country to pass 
» workman’s compensation act. The German 
courts have held that traumatie hernia is sub- 
ject to the following conditions: 

|. The relationship between the accident and 
the hernia must be proved by an examination 
within 48 hours. 

». It must be proved that the hernia ap- 
pe ared suddenly. 

3. It must appear immediately after the ac- 
cident and be accompanied by pain. 

t. Proof must be furnished that the hernia 
did not exist prior to the accident. 

The Swiss courts define the following rules 
for compensable hernias: 

1. The hernia must appear suddenly. 

2. It must be of recent origin. 

3. It must be accompanied by pain. 

}, It must immediately follow an accident. 

5. It must be proved that hernia did noi 
exist prior to accident. 

The French courts have ruled that traumatic 
and accidental hernias are compensable but 
the hernias of weakness are not. 

The following is quoted from U. S. Public 
Health Service Regulations, 1920. Hernia 
cases entitled to treatment under Compensa- 
tion Act: 

The following rules as to compensation in 
of hernia are intended to as a 
euide and can not be considered as binding in 


Cases serve 
all hernia cases: 

i. Predisposition to hernia shall be regarded 
as immaterial, 

2. Any new hernia, whether complete or in- 
complete, resuiting from an injury, if causing 
incapacity for work, shall entitle the injured 
employee to operation and compensation during 
the resulting incapacity, but the evidence must 
show with reasonable clearness that: 

(a) The alleged hernia immediately 
preceded by some sudden effort, severe strain, 
or the application of external force. 

(b) The injury was accompanied or 
mediately followed by pain and discomfort. 

(c) The claimant had no knowledge of the 
existence of the hernia prior to the alleged 
Injury. 

3. Any existing hernia which has not in- 
capacitated for work, if materially aggravated 
as result of an injury, is compensable if caus- 


Was 


im- 
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ing incapacity for work, or if not causing in- 
capacity for work, shall entitle the injured em- 
ployee to operation and compensation during 
the resulting incapacity, but the evidence must 
show with reasonable clearness that: 

(a) The alleged hernia 
preceded by some sudden effort, severe strain. 
or the application of external force. 


was immediately 


(b) The injury was accompanied or im- 
mediately folowed by pain and discomfort. 

(c) There was a material ageravation of 
the condition of the hernia existing prior to 
the alleged injury. 

4. In all cases of hernia which the commis- 
sion shall find remediable by operation, the 
claimant shall be awarded such operation as a 
proper and necessary part of medical, surgical, 
and hospital treatment. If he refuses either 
to accept or to secure operative treatment, he 
shall be denied further compensation and treat- 
ment, -uniess there are particular circumstances 
warranting the waiving of this rule. 

The operating surgeon's opinion as to con- 
ditions found at operation should be consid. 
ered. A large hernia with a thick sac and ad- 
hesions would indicate a hernia of lone stand- 
ing. C. H. Mayo says that heavy fibrous bands 
in the sae is positive proof of a lon» 
Proof that the hernia did 
injury: 


found 
standing condition, 
not exist previously to an alleged 
previous records of examination should be con- 
sulted; life insurance examinations could be 
used; a definite history of accident, a small 
hernia; and a small thin peritoneal sac. readily 
freed from the cord and vessels, would indi 
cate a recent hernia. 

Y. S.. seaman, white, age 23, admitted Oc- 
tober 17, 1923, at 4 P. M. Patient states he 
has a mass that has never been in right side 
far he could remember, On October 
12th, while at work on S. S. S. L. Messick 
as a fireman, he fell when trying to get the 
slack out of a rope, injuring his right side, 
which became swollen and tender immediately, 

Examination negative except a mass the 
size of quart cup in left scrotum extending up 
Mass was about consist- 
No peristalsis heard. 


as as 


cord and into groin, 
eneyv of omentum or gut. 
Operated 6:30 same evening, 
toma of right scrotum and cord and an indirect 
hernia was found at operation, It was thought 
that the hernia occurred at same time hema 
toma was produced, If no hernia existed prior 
to alleged injury, this can be well considered 


} 


A large hema- 
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a traumatic hernia. An examination prior to 
employment would have settled this point. 
The history—pain, hemorrhage and sudden ap- 
pearance of this mass—certainly points to a 
traumatic hernia, and the presence of recent 
hemorrhage, lacerations or discolorations 
would certainly class it as a compensable 
hernia. 


The importance of examining all patients 
for hernia as part of our routine examination 
and note made if a hernia is present or not 
cannot be overestimated, as the patient may 
later claim compensation for a hernia and any 
previous examination, if consulted, might save 
the emplovee an injustice, or vice versa, the 
emplover. 


That large external rings are considered evi- 
dence of a predisposition to hernia, is doubt- 
ful, but a large ring does favor a more thor- 
ough examination of the canal and rings. If 
a bulging is present it can be more readily 
detected. Colcord examined 9,000 men and 
found 784 cases of open rings, 8.7 per cent. 
Twenty-four cases of hernia developed in this 
group and only 3 occurred among those re- 
corded with open rings, and he states that 
only 3 of the 784 cases with open rings later 
developed hernias. Mock, in 160 operations, 
recorded only 1 case showing a large external 
inguinal ring. 

A large internal ring practically means a 
hernia, and a bulging between the rings is in- 
dicative of a direct hernia. 

McCullough, in a recent article, states that 
in 8,000 men examined, 902 had one or both, 
patulous rings, 11-27 per cent. Of 79 admitted 
for hernia later, 25 per cent had signed re- 
leases for patulous rings. He further states, 
of 79 operated, 4 recurred, and 2 were direct 
hernias. 

The question of potential hernias is fre- 
quently raised in examining compensation 
cases. The presence of empty congenital sacs 
in adults is more common than is generally 
supposed, Many people carry these potential 
hernia sacs throughout lift without evidence 
of hernia. Murray, in postmortem examina- 
tions of 100 subjects, found 21 sacs. In another 
series of 200 examinations, Raw and Murray 
found 68 peritoneal diverticular, 52 femoral, 
13 inguinal, and 3 umbilical. 

Watson states, in 50 operations for unilateral 
hernia, a potential sac was found in 22 cases. 
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For this reason repair of the opposite sid 
frequently advisable. 

Pneumoperitoneum would be beneficial 
these cases to show presence of a sac and 
contents and demonstrate potency of the | 
cessus vaginalis, and when a hernia cannot 
diagnosed clinically, although a so-called 
tential hernia exists and the question of con 
pensation is to be settled, pneumoperitone)in 
and X-ray may be of help. 

The treatment of hernias is surgical. C| 
dren cured with a truss are prone to hernia 
later in life. Cures with a truss in adults are 
"are. 

After operation we try to return our ja 
tients to duty, if their work is not too stre: 
ous, in 6 weeks, but advise them to do no 
straining or lifting for 6 months. 

A recurrence may be prevented by removing 
all fat or lipomas from the canal and cord to 
reduce the size of the cord. It is estimate:| 
that lipomas are present in more than 47 per 
cent of the cases. 

The important question, will muscle unite 
with fascia, has often been discussed. Seelig, 
M. G., and Chouke, K. S., made an experi- 
mental study on the fascia lata and muscle of 
the thigh of dogs. Briefly their reports were 

1. In every instance of clean wound heal- 
ing the fascia was widely separated from the 
muscle to which it had been sutured. In 
wounds that healed by primary union the 
muscle and fascia would not establish a close 
union. 

2. In the infected wounds there was neither 
direct union of muscle and fascia nor even con- 
tinuous indirect union by a solid uninterrupte: 
layer of cicatricial tissue. 

3. Muscle traumatized by excision of a wedge 
and the fascia sutured in the raw trough, 
there was an attempt at direct union between 
muscle and fascia. This union was complete 
in only one instance. 

Applying their observations to the usual 
technique for hernia operation, the author: 
‘ame to the following conclusions: 

(1) Normal muscle will not unite firml) 
with fascia or ligaments. It is, therefore, a 
useless procedure to suture the abdominal mus 
cle to Poupart’s ligament in the hope of but 
tressing a weak or ruptured abdominal wall. 

(2) Fascia unites well with fascia. 

(3) The weak abdominal wall should be 





xe 
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strengthened by a method to secure fascia to 
fascia approximation. 

[ believe that any operation that carries 
with it the principles of (1) a high ligation of 
suc: (2) removal of fat from the canal; and 
(3) imbrication of white fascia, is the opera- 
tion of choice. 
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FALL HAY-FEVER IN THE DISTRICT OF 
COLUMBIA AND VICINITY. 


by GRAFTON TYLER BROWN, B. S., M. D., Washington, D. C. 
Member of the American Association for the Study of Allergy; 
Lecturer on Allergy, Georgetown University and George 
Washington University Schools of Medicine. 


Autumnal or Fall hay-fever is a typical sea- 
sonal form of hay-fever, occurring in the Dis- 
irict of Columbia and vicinity between the 
middle of August and frost. This time corre- 
sponds to the period of pollination of rag- 
weed, which is the cause of practically all of 
cases. There are two varieties of rag- 
weed, namely, the dwarf or short ragweed. 
and the giant or tall ragweed. Giant ragweed 
pollinates from about August 10th until Sep- 
tember 15th to 20th, whereas short ragweed 
pollinates from about August 17th to 19th un- 
til frost, which usually occurs the first part of 
(ctober. 

Ragweed is a dirty green weed that grows 
abundantly on vacant lots, along roadsides, 
river banks, ete. It thrives best in soil that 
lias been cultivated and then not used for a 


these 


time, such as an abandoned corn-field, or an 
old garden plot. 
Giant ragweed, also spoken of as _ horse 


weed, grows best in moist soil and ranges in 
height from 5 or 6 feet to even 10 or 12 feet 
under favorable conditions. The leaves of this 
variety are distinctive in that they are deS- 
nitely three lobed, hence the botanical term 
umbrosia trifida. 
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Short ragweed varies from a few inches to 
3 to 5 feet in height. The leaves branch and 
rebranch, resembling those of wormwood or 
artemisia; this form of ragweed is therefore 
known as ambrosia artemisiafolia. 

Pollen is the male fertilizing element 
through the medium of which the propagation 
of plants occurs, There are two types of 
plants, namely, wind pollinated and insect pol- 
linated, Only those that are wind pollinated 
are of importance from the hay-fever view- 
point. Some typical examples of insect pol- 
linated plants that bloom in the Fall are gold- 


enrod, dahlia, aster, sunflower and golden- 

















glow, whereas the ragweeds are wind _polli- 
nated. Insect pollinated plants can be readily 
distinguished by their brightiy colored flowers, 
sweet odor and the presence of nectar glands. 
These are Nature’s invitations to bugs, bees, 
and butterflies to come get the pollen, and in 
going from flower to flower they distribute it 
to other plants of the same species. This type 
of plant produces a comparatively small 





amount of pollen, the grains of which are 
large, heavy, and sticky, and readily cling to 
the body and legs of insects. 

On the other hand, wind pollinated plants, 
such as ragweed, have dull, insignificant flow- 
ers, and are lacking in sweet odors and nectar 
glands. Their pollen grains are small, light, 
huovant. and are produced in great abun- 
dance, and carried by the wind for miles un- 
der favorable conditions. 

Goldenrod has been erroneously held to be 
the cause of Fall hay-fever, but as previously 
stated this plant is insect pollinated, and there- 
fore can only cause svmptoms on intimate ex- 
posure In very sensitive patients, In other 
words, the only pollens that commonly pro- 
duce hay-fever symptoms of any duration are 
those that are floating around in the air, and 
breathed in with normal respiration. 
People developing sneezing and running of the 
nose and eyes on going through the fields in 
the Fall of the year would see the bright yel- 
low goldenrod and naturally assume that to 
be the cause of their trouble, completely ignor- 
ing the dull, insignificant ragweed which is 
the true offender, Patients frequently report 
that smelling goldenrod causes them to sneeze, 
but this is almost always due to ragweed pol- 
len clinging to the goldenrod, and not to the 
eoldenrod pollen itself. 

It has been estimated that between one and 
two per cent of the population of the United 
States suffer from hay-fever in some form. In 
words, there are one or two million 
sneezers in this country, Hay-fever may be 
perennial (all year round) or seasonal in type. 
There are three types of seasonal hay-fever in 
the District of Columbia and vicinity: Spring, 
due to tree pollens; Summer, due to grass and 
plantain pollens: and the Fall variety, which 
is by far the most common, due to ragweed 
pollen. The fall type as a rule is of longer 
duration and greater severity than either 
Spring or Summer hay-fever. Perennial hay- 
fever may be due to any one of a number of 
causes, namely, sensitization to food; animal 
epidermis (hair, dandruff, feathers or wool) ; 
bacteria: orris root in face, taleum or tooth 
powders, sachets or dry shampoos; house dust; 
deficiency of lime in the blood; ete. By sen- 
sitization is meant a condition of undue sus- 
ceptibility to some substance which would be 
harmless to normal individuals, It has been 


can he 


other 


estimated that approximately ten per cent of 
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the people are sensitive to some foreign su 
stance. 

The symptoms of hay-fever are so we 
known that I need scarcely describe then 
Briefly, they are as follows: Itching, burnin 
redness and watering of the eyes; irritatio: 
sneezing, and running of the nose, alterna 
ing at times with complete stoppage of t) 
nostrils due to swelling of the mucous men 
brane; itching deep in the ears and way ba 
in the reof of the mouth; accompanied by 
feeling of fullness in the head and gene: 
prostration. Very frequently an irritatin 
cough sets in toward the end of the hay-fev: 
season, and in some eases lasts well into t! 
winter. Somewhere between one-third ai 
two-thirds of all hay-fever victims devel 
asthma. at some time in the course of the di 
ease, which, when present, is by far the mo 
distressing symptom. Asthma 
marked difficulty in breathing accompanied | 
a wheezing sound in the chest. 


consists © 


The diagnosis of Fall hay-fever is mad 
partly by the history of the case, which run 
somewhat as follows: Symptoms of hay-feve 
occurring annually between mid-August an: 
frost, which symptoms are worse on dry. 
sunny, dusty days, than they are on damp, wet, 
rainy days (rain tending to wash the pollen 
from the air), Ageravation of symptoms b) 
proximity to weeds, likewise worse in th 
country than in the city. Worse in the earl, 
morning hours, due to the greater amount 0: 
pollen in the air at this time. Comparative 
freedom at the seashore except when there | 
a land breeze. Complete freedom in northeri 
Canada and Europe where there is no rag 
weed, Definite aggravation of symptoms from 
an automobile ride or a train trip through the 
country at this time of the year. 

The diagnosis of true autumnal hay-fever. 
suspected from the history, is confirmed b) 
means of skin tests, which are made as fol 
lows: Minute scratches about one-eighth of 
an inch long and not deep enough to draw 
blood, are made on the cleansed inner surfac 
of the arm. On each of these scratches is 
placed a drop of the different pollen extract= 
to be tested. These skin tests are practically 
painless, and disappear entirely in a few days, 
leaving no mark, A positive reaction appears 
about the site of the test in from 5 to 15 
minutes, and consists of a welt with an irregu- 
lar outline, surrounded by an area of redness, 
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and accompanied by a sensation of itching, re- 
mbling a hive or mosquito bite. These welts 
vary in size from one-fourth inch to two inches 
| diameter. A positive reaction to the pol- 
en extract of any plant means that the pa- 
tient Is sensitive to that particular pollen, and 
(hat sufficient exposure to the same will cause 
liay-fever. On the other hand, a negative re- 
xction means that the patient is not sensitive 
0 that particular pollen and therefore cannot 
ave hay-fever from this source, Patients are 
tested with pollen extracts of all of the wind 
pollinated plants in the vicinity of their resi- 
dence or place of business, and also with any 











Common ox Short 
Ragweed. 
Arnbrog: eletior 











of the insect pollinated plants that they are 
intimately exposed to. However, in most of 
the cases of Fall hay-fever in the District of 
Columbia and vicinity, it is oniy necessary to 
test with short and giant ragweed. An oc- 
casional patient will react to short ragweed 
and not to giant, and very rarely one will be 
found to react to giant and not to short, but 
the common run of Fall hay-fever victims re- 
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act to both varieties, Patients sensitive to 


ragweed will frequently react to other mem- 
bers of the same botanical family, such as 
dahlia, sunflower, goldenrod, etc. These are 
known as group reactions, and are due to 
similarity in the structure of the polien grains. 

Patients sensitive to only one type of rag- 
weed are treated with that particular variety. 
whereas patients reacting to both are treated 
with a mixture of the two. There are two 
kinds of treatment, pre-seasonal or preventive. 
and treatment given during 


season. consists of a_ series of 


co-seasonal or 
Treatment 
vradually increasing doses of sterile pollen ex- 
tract injected just beneath the skin of the up- 
per arm, These injections are given from a 
day to a week apart, and vary in number with 
the individual patient. The inoculations do 
not hurt nor do they make the patient sick, 
the only reaction being a local one, consisting 
of redness, swelling and itching about the site 
of the injection. 

Where the diagnosis is correctly made and 
the treatment properly administered, the re- 
sults are almost always successful, namely, 
complete or practicaliy complete relief from 
hay-fever, regardless of the age of the patient, 
or the duration or severity of the disease. 

180] Lye Street, Northure So. 


INTRAVENOUS MERCUROCHROME 220. 
Report of a Case.” 

By WILBUR M. BOWMAN, M. D., Petersburg, Va. 

Since reporting a series of cases in the 
Vireinta Mepican Monruty for November, 
1925, the writer had the opportunity again to 
test the merits of mercurochrome therapy in 
the following case which is reported in detail 
from the hospital chart, for obvious reasons. 

Mrs. ms 
admitted to the hospital August 18, 1925, with 
a diagnosis of uterine sapraemia, and dis- 
charged October 6, 1925, with a final diagnosis 
of puerperal septicemia and chronic gonor- 
Days in the hospital, fifty. About a 
(August sth) 
Prior 


age twenty-seven, multipara, was 


rhea, 
week before the birth of child 
it was necessary for patient to go to bed. 
to admission she suffered with severe pains in 
lower abdomen, high temperature, and_ fre- 
quent vomiting. When admitted to the hos- 
pital the patient was markedly anemic and in 
condition. Examination re- 


a very serious 


*For the privilege of reporting this case, the writer is in- 
debted to the atterding physician. 
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vealed slight abdominal distention with ten- 
derness over right iliac fossa. Uterus enlarged 
and cervix dilated to the size of a silver dol- 
lar. Edema of legs, feet, and ankles present. 
Temperature 102.6, pulse 96, respiration 24. 

August 18th—Operation D. and C. Septic 
blood clots found. 

August 22nd.—Up to this date her pulse con- 
tinued weak and rapid. She was also very cold 
at times, Stimulants required, as coffee per 
rectum, salines, and caffein sodium benzoate. 
Patient vomited frequently and was unable to 
retain anything on her stomach. Sore all over 
and suffered with a severe headache. Edema 
of lower limbs continued. 

August 20th.—Smears from cervix positive 
for gonococcus. 

August 26th—From the 22nd to this date, 
patient was more comfortable. She was able 
to retain a small amount of nourishment. 
Edema of limbs lessened. 

August 27th.—Patient very weak and com- 
plained of soreness in teeth and face. 

August 29th—Repeated smears from cervix 
positive for gonococcus, Soreness in teeth and 


ia S 
gums. 





August 30th.—Patient not feeling well. 
Teeth and gums hurting. 

August 3lst.—Patient shivering. Nauseated 
and vomited several times. Condition remains 
serious. 

September 
chilly. 

September 2nd.—Patient chilly 


lst.—Patient very weak and 


and nause- 
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ated. Vomited. Blood culture taken. Pos 
tive for staphylococcus albus. 

September 3rd.—Patient nauseated. Vomite: 
milk. Blood transfusion—700 ¢.c. No 
action. 

September 4th.—Patient somewhat brighte: 

September 5th.—Still appears to be better. 
but chilly at times. At 6:30 P. M., 23 cc 
mercurochrome 1 per cent solution was give) 
intravenously in left arm with great difficulty 
as veins were very small.. At 7:30 P. M., pa 
tient nauseated and vomited. At 7:45 P. M. 
diarrhea began. Nausea continued. 

September 6th.—2:00 A. M. Patient quiet 
Urine and feces colored with mercurochrom: 
6:00 A. M., patient comfortable. Vomitec 
small amount. Diarrhea continued. Paregor) 
administered. 


September 7th.—Diarrhea continued. Par: 
goric repeated at intervals. 
September S8th.—Gums and tongue sore 


Vomited occasionally. 

September 9th.—In spite of diarrhea, patient 
feeling better and sleeping soundly. She even 
had to be awakened for nourishment. For the 
first time since admission to the hospital, pa- 


pSee 





tient really begins to show an absolute im- 
provement. 

September 10th.—Still continues to feel bet- 
ter. Diarrhea stopped. A second transfusion 
was attempted, but on account of such small 
veins it was abandoned after three incisions 
were made. 

September 11th.—Patient continues to im- 
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BLOOD 
; Erythro- Leuco- 
Date cytes cytes Hemog. Neutrop. Lympho. Eosinop. 
8-18-25 14,400 82.5% 17.5% 
a > 2, 328 ,000 20,200 3% 77 23 
2 eee 3,256,000 5,400 7 76 22 2% 
9. §-25....... . 3,448,000 11,400 2 83 16 1 
9-23-25... | __ 3,072,000 11,400 | 3 58 38 4 
e a URINE me een 
| Specific Red Blo Blood White Blood 
Date | Obtained | Gravity Reaction Albumen Sugar Casts Corpuscles | Corpuscles 
8-18-25 Cath. | 1.003 Alk. Abund. Neg. Negative Rare Abund. 
9- 1-25 Cath. 1.010 Acid MH. Ff Neg. |*Hy. & F. G. Negative Rare 
| rare 
9- 5-25 Void. 1.010 Alk. oak. Neg. | Hy.veryrare| Rare Rare 
9-14-25 Void. | 1.010 Acid Trace Neg. Hy. rare Negative Rare 
9-17-25 Void. | 1.006 } S.Alk. | Abund. Neg. | Negative | Negative | Very rare_ 
*Hyaline and Finely Granular. 
prove in every respect. Appetite good. Sleeps favorable turning point in the patient’s condi- 


all night. 

September 12th.—Patient up in chair. 

September 17th—Mouth somewhat 
House diet. 

October 6th—Patient discharged. 

CoMMENT 

Skeptics will no doubt say again that 
is another case of recovery by coincidence but, 
be that as it may, the patient recovered and 
it looks as though mercurochrome therapy 
played the greater part towards that end. 
Again it was used as a last resort and the 


sore. 


this 


tion was realized. It is to demonstrate more 
clearly this point that this case was reported 
in detail, From an experimental as well as a 
therapeutic standpoint, it was rather fortunate 
that the second transfusion was unsuccessful 
as it would have been questionable as to the 
real value of mercurochrome in this case. 

In the treatment of septicemic conditions es- 
pecially, the physician need not feel that his 
hands are tied if he will but employ the use 
of mercurochrome therapy in the proper way. 

109 North Union Street. 





DETERMINATION OF PHORIAS BY PRO- 

LONGED MONOCULAR OCCLUSION.®* 

By CHARLES A. YOUNG, M. D., Roanoke, Va. 

Prolonged monocular occlusion is not a new 
procedure, having been described by Dr. F. W. 
Marlowe* several years ago, and Dr. Walter 
B. Lancaster, in dise ussing Dr, C. S. O’Brien’st+ 
paper, stated that he had been using this test 
for twenty-five years or more. 

Theoretically, binocular vision not being re- 
quired, the eyes will seek a position of anatomic 
rest, which can be accurately measured by the 
various muscle but, practic ally, this is 
not attained nor desired, at least if the diver- 
gence of the eyes under a general anesthetic can 
he considered the position of anatomic rest. 
Undoubtedly the fusion faculty is temporarily 
inactive, which permits the eyes to relax, but 
that the balance as found following the occlu- 
sion test is an accurate guide is very doubtful 


tests, 


Virginia Society of Oto-Laryngology and 


April 27, 1926. 


*Read before the 
Ophthalmology, in Petersburg 


as many of the patients will not accept cor- 
rections clearly indicated by the occlusion test ; 
nevertheless, this test is worthy of our most 
serious consideration. 

The reason we do not obtain more uniform 
results from the occlusion test is that many of 
the cases of heterophoria are secondary to in- 
fection of the adjacent sinuses, infected ton- 
sils, toxemia, or other debilitating conditions 
which indirectly affect the muscles of the eyes, 
the nerves supplying the muscles, or the higher 
centers. 


INDICATIONS 


Patients showing one or more degrees of 
hyper ‘phoria that are not relieved by wearing 
prisms correcting one-half to two- thirds of the 
manifest hyper phori a. Patients showing slight 
imbalance who after 


complain of astheno- 


or varying degrees of 
careful refraction still 
pia. 








Meruop Usep 

An eye patch is:prescribed to be worn over 
one eye continuously for a period varying 
from four to forty-eight hours. When the pa- 
tient returns to the office he is seated at the 
trial case in a darkened room and the trial 
frame with a Maddox rod over one eye is put 
in position, the patient is instructed to keep his 
eves closed throughout the examination except 
while observing the relative position of the 
line to the light; after removing the patch the 
muscle balance is obtained in the usual man- 
ner, 

It is important to have the patient keep his 
eves closed or his eyes covered between obser- 
vations of the line and light, in order to pre- 
vent as far as possible a desire for binocular 
vision, 


ANALYsIS OF TWENTY Cases 

Exophoria was present in fifteen of the 
twenty cases; following monocular occlusion, 
there was an average increase of the exophoria 
of 128 per cent for distance, and an average 
increase of 40 per cent for near. 

Esophoria was present in five of the twenty 
: following monocular there 
was an average decrease of the esophoria of 
30 per cent for distance, and an average de- 
crease of 20 per cent for near. 

Hyperphoria was increased in eleven of the 
twenty cases, showing an average increase of 
the hyperphoria of 128 per cent. 

Hyperphoria was decreased in three of the 
twenty cases, showing an average decrease of 
the hyperphoria of 71 per cent. 

Hyperphoria was unchanged in six of the 
twenty cases. 

Of the eleven patients showing an increase 
in the amount of hyperphoria, eight of them 
(73 per cent) were made comfortable with 
prisms, while three of them (27 per cent) either 
obtained no relief or were more uncomfortab!e 
with prisms prescribed in accordance with the 
findings by the occlusion test. 


cases 


occlusion, 


The average length of time one eve was oc- 
cluded in this series was twenty-five hours, 
the shortest period was four hours, and lone- 
est period forty-eight hours. 

Dr. F. W. Marlowe recommends occludiny 
one eye for one week, while Dr. C. S. O’Brien 
reports very favorable results following mono- 
cular ecclusion for periods of from two to three 
hours, 
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Case Wirn Favorante Resvrrs 

Mrs. J. B. N., 33 years of age, complaine 
of frequent headaches, pain in back of hea 
and neck, also a tendency to ho!d her head 1 
one side when reading and sewing. 

Examination negative except muscle imba 
ance which showed at the first visit: 

Distance—Right hyperphoria 114 degrees: 
exophoria 2 degrees. 

Near—Right hyperphoria 1 
phoria 10 degrees. 


degree: eX 


Following occlusion of one eye for twenty 
four hours, muscle balance was: 

Distance—Right 
exophoria 4 degrees. 

Near—Right hyperphoria 4 deg 
phoria 12 degrees. 

Temporary glasses were prescribed with 


hyperphoria 4 degrees 


rees* exXoO 


one degree prism, base down, over right ey: 
and a one degree prism, base up, over left eve 
as the temporary glasses relieved all of he 
symptoms, the prisms were prescribed inco1 
porated in the post-cycloplegic findings: 
O.D.+25+25, axis 90 degrees with 1 degr 
prism, base down. 
O.S.+25 evl. axis 90 degrees with 1 
prism, base up. 

When last seen patient was very comfort 
able, having no headaches, no pain in the bac! 
of neck, and with no tendency to hold head 
to one side. 


Case Wirn 
Mr. Hf. G. L., 49 vears of age, complained 
of headaches and difficulty. with close work. 
Examination negative except error of re 
fraction and muscle imbalance which showe: 
at the first visit: 


} 
qeocre 


Un FAvorasle Resturs 


Distance—Left hyperphoria 2 degrees: exo 
phoria % degree. 
Near—Left hyperphoria 2 degrees: exo 


phoria 6 degrees. 

Following occlusion of one eye for 36 hours. 
muscle balance showed : 

Distance—Left hyperphoria 215 degrees: 
exophoria °4 degree. 





Near—Left hyperphoria 214 degrees: exo 
phoria 6 degrees. 

Prisms, °, of 1 degree, base up. over the 
right eve, and the same amount, base down, 


over the left eye prescribed, to be worn over 
his old glasses which corrected his distance 
vision but the reading segment needing an in 
crease of plus fifty sphere in each eye. 
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After wearing the prisms for two weeks the 
patient returned complaining that the prisms 
nereased his headache and discomfort. 

Prescribed ultex bifocals: 

O.D. +75 +25, axis 5 

O.S. +50 +75, axis 180 

add + 187 O. U. 
which corrected his distance and near errors 
of refraction; feeling that prisms should be 
worn, I had him wear the prisms over his new 
vlasses, which again gave him headaches. Had 
the patient wear his new glasses without the 
prisms, and since then he has been comfortable 
except for periodic headaches which he has 
had for many years, The patient still shows 
two degrees of left hyperphoria for both dis- 
tance and near, yet he will not tolerate prisms. 


CONCLUSIONS 

The test does not seem to be of much value 
in the cases of exophoria and esophoria, Ex- 
cellent results were obtained in about 40 per 
cent of the eases of hyperphoria. 

Prolonged monocular occlusions is the only 
test at our command whereby we can deter- 
mine the presence or absence of latent phorias 
and one which will be found a most useful 
procedure in obscure cases of asthenopia, and 
it marks a very definite advance in the diag- 
nosis and treatment of heterophoria. 
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612 MacBain Building. 
MILIARY TUBERCULOSIS OF THE 
CHOROID.* 
By JAMES N. GREEAR, Jr., M. D., Washington, D. C. 
Manz. of Berlin, was the first to recognize 
that the nodules found in the choroid in acute 
miliary tuberculosis were of the same nature 
as those found in other organs of the body. 
His first case was published in 1857 and five 
years later he published two others. Another 
case was reported by Busch in 1866. The fol- 
lowing year Cohnheim reported a series of 
seven cases on which autopsies had been per- 
formed and in each of which the characteristic 
nodules had been found. This was the first 
time that attention was called to probable diag- 


*Read before the section on Ophthalmology and Q‘o-Laryn- 
gology of the Medical Society of the District of Co'umbiz, Feb- 
ruary 19, 1926. 
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nostic value of ophthalmoscopic examination in 
suspected cases of a miliary tuberculosis. 

Both Graefe and Leber found with the 
ophthalmoscope appearances according with 
those described by Cohnheim and post-mortem 
examinations confirmed the diagnosis. 

Gowers, in his work on medical ophthalmos- 
copy, states that practically choroidal tuberc:e 
is confined to cases where tubercles are widely 
distributed and that choroidal tubercle is more 
common in cases of tuberculosis without men- 
ingitis than with it. DeWecker, in his work 
in ocular therapeutics, recognizes that choroi- 
dal tubercle is a sign of tuberculosis rather 
than meningitis. 

Heinzel never saw tubercles in the choroid 
in forty-one cases of tubercular meningitis 
which he examined with the ophthalmoscope: 
and the case found in Gowers’ work was the 
sole instance in which they were found in 
twenty-six cases examined by Dr. Garlick, o7 
London, Morton in 1892 reported a case of 
general tuberculosis with meningitis with a 
choroidal tubercle which had burst through 
the retina, Ophthalmoscopic examination re- 
vealed a large ring of dark pigment surround- 
ing the tuberculous mass. He emphasized the 
fact that there are cases of tubercles in the 
choroid in which there is a pigment ring sur- 
rounding the area after resorption, just as 
in other types of choroidal atrophy. 

Cohnheim conciuded from his findings that 
tubercles in the choroid must be a constant or 
nearly constant occurrence in patients with 
miliary tuberculosis. Litten, however, found 
tubercles present in 75 per cent of 52 cases 
examined. 

While the early ophthalmologists believed 
that ophthalmoscopie changes in the choroid 
were rare in tubucular meningitis, Carpenter 
and Stephenson claimed to have found tuber- 
cles in the choroid in 50 per cent of their cases, 

Marple, in the Baby’s Hospital, New York, 
concluded that in tubercular meningitis choroi- 
dal miliary tubercles are the rule, reporting 
100 per cent in 13 cases. He emphasized the 
importance of frequent examination and men- 
tioned a case in which an ophthalmoscopic ex- 
amination made at 6 P. M. disclosed the fundi 
entirely free of tubercles and at 10 P. M. a 
tubercle was found, having developed in the 
interval. 

In tubercular meningitis we are dealing with 
a comparatively localized infection, and if tu- 
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bercles do appear in the choroid in the course 
of this disease, then it would seem that we are 
no longer dealing with a localized meningitis 
but with the addition of a general miliary tu- 
berculosis. Marple did not mention whether 
post-mortem examinations were made in any 
of the thirteen cases he reported, and I believe 
this is an important differential point which 
can be cleared up only by careful post-mortem 
examinations. Holt states that at autopsy 
pulmonary lesions are almost invariably found 
and miliary tubercles are usually present in 
many other organs. This indicates that the 
meningitis in infants is a part of a generalized 
infection and causes death before the other 
evidences of the disease are usually manifest. 

The diagnostic value of ophthalmoscopic 
examination in obscure febrile conditions can- 
not be more strongly emphasized than in 
Stephenson’s report of three cases of acute tu- 
berculosis which were diagnosed as such by 
the discovery of tubercles in the choroid. In 
one, the diagnosis was made from an apical 
pheumonia, a second from pneumococcal peri- 
tonitis, and in a third from typhoid fever. 

During the past two years I have made oph- 
thalmoscopic examinations of 12 cases of tu- 
berculous meningitis at the Children’s Hos- 
pital in this city, and the case I wish to report 
this evening is the only one in which choroidal 
tubercles were found. The examinations were 
repeated in the other cases, but not as fre- 
quently as Marple suggested. 


Case Reporr 

Joseph P., colored male, age 21 months, Ad- 
mitted to Children’s Hospital on January 14, 
1925, with the following history: 

Family History.—Mother, father and one 
brother living and well. Patient born at full 
term. Normal labor and weighed 1014 pounds. 
No family history of tuberculosis and no con- 
tact. 

Previous History—Talked at 11 months, 
dentition at 9 months. Has occasional cold. 
Breast fed. Eats and sleeps well. Bowels 
regular. Five months ago patient had a Mayo 
operation for umbical hernia, with an un- 
eventful recovery, although the hernia has re- 
curred. 

Present Illness—Mother says she noticed 
that the child was “drawn about the head” 
about three weeks ago. Has had a slight cough 
for about two weeks. Bowels normal, Has 
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had no apparent pain, but appears to be mor 
sleepy than normally. 

Physical Examination.—A fairly well-now 
ished colored male child, lying in bed with hea 
slightly retracted. Hands somewhat tremu 
lous. Head, size and shape normal; pupils 1 
act sluggishly to light; extra-ocular movement- 
normal; ears normal. Pharynx red and in 
jected. Tonsils slightly enlarged. Tongw 
coated, neck rigid and painful, Chest—Lung: 
clear; heart negative. Abdomen shows scar of 
operation for umbilical hernia. Extremitie 
normal, /eflewes—Knee jerk, and legs ver: 
active but no definite signs. 7Z'emperature.- 
102.6 F, Pulse 150, Resp. 45. 

Provisional Diagnosis —Tuberculous men 


ingitis. 





Spinal puncture was done on admission. 
Fluid was found under considerable pressur: 
and 35 ¢.c. of straw colored fluid was with 
drawn, The cell count was 750 per c.m.m., with 
66 per cent pmns., and 34 per cent lymph. 

The day following admission the child looked 
very sick. Hands showed marked tremor in 
voluntary motion. Expression anxious and 
fearful. Marked rigidity of posterior neck 
muscles. No ptosis, squint or evidence of para!- 
ysis of any of cranial nerves. 

Moderate cervical, axillary, and inguinal 
gland enlargement. Abdominal reflexes pres- 
ent. Von Pirquet cutaneous test positive at 17 
hours. 

Spinal punctures. were performed daily. 
which showed a cell count from 200 to 800 per 
c.m.m., with a relatively high percentage ot 
lymphocytes, being as high as 49 per cent at 


one time, The fluid remained turbid, Febh- 
ling’s solution was slightly reduced. 
There was an increase in globulin. At no 


time were tubercle bacilli found. 
Examination of blood :— 
W. B. C. per ¢.m.m, 13,300 
Differential :— 


Lymphocytes (small) ............ 50% 
BPN, sesniniinciatini sieliiltiaoniininiiond 45% 
Large mononuclears .............. 2% 
r 6 ’ 
PODS cvcssecavs Poeseoeocsse Shedsadedissscncncns 3% 


Urinalysis —Shows trace of albumin; other- 
wise negative. 

X-ray of chest shows infiltration of both 
lungs, having the appearance of tuberculosis. 

Six days following admission to hospital, 
an ophthalmoscopic examination was made 
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with the pupils expanded with homatropin. 
Pupils dilate equally and well. 

Right Eye—Media clear. Disc margins 
not clearly defined. Disc very hyperemic. 
\rea of choroidal exudate above the dise and 
about three disc diameters in width. There is 
no pigmentation or hemorrhage, but area of 
exudate appears rather moth-eaten and not ele- 
vated. 

Left Eye—Media clear. Disc has same ap- 
pearance as right eye. There is an area of 
choroidal exudate in the macular region about 
two dise diameters wide, which shows some 
elevation. There is a small superficial hemor- 
rhage in apex of exudation. Surrounding this 
area is a rather lighter band or halo, There 
are no other hemorrhages seen. 

Directly below the macula and both to the 
temporal and nasal sides are many slightly 
elevated round or oval discrete areas of gray- 

















Section of the choroid showing areas of small round cell in 
filtration and large multinuclear cells with homogeneous struc- 
tureless cytoplasm. 


ish infiltration. These lie beneath the retina, 
which can be demonstrated in some instances 
where the retinal vessels pass over the nodules. 
There is no inflammatory reaction or pigmen- 
tation in or around these areas, which vary in 
size from minute dots to 1/3 the diameter of 
the disc. 

Diagnosis —Miliary tubercles of the choroid 
with mild optic neuritis. 
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The child’s condition gradually grew worse 
and he died on January 27, 1925. The condi- 
tion in the fundus oculi did not show any 
marked change from the time first seen except 
that there was an increase in the number and 
size of discrete areas of infiltration in the left 
eye. Unfortunately, we were unable to get the 
entire eye for microscopic study. However, 
the posterior pole of the left eye was obtained 
and showed numerous miliary tubercles on 
sections which were confined entirely to the 
choroid. 

Pathological Report—Sections of the cho- 
roid show several areas of small round cell in- 
filtration just below the pigmented layer. 
There are in addition a number of large mul- 
tinuclear cells with an homogeneous, structure- 
less cytoplasm, which appear to be typical 
Langhans-Schuppel giant cells. The retina ap- 
pears to be separated from its normal choroi- 
dal attachment. 

Diagnosis ——Tuberculosis of the choroid. 

Conclusion.—1. Although tubercles do ap- 
pear in the choroid in acute miliary tubercu- 
losis, it is not the usual experience of ophthal- 
mologists to find them in a high percentage of 
patients with tubercular meningitis. 2. The 
ophthalmoscopic appearance of tubercles in 
the choroid is very characteristic and the 
knowledge of their presence may be of great 
value in making a diagnosis in obscure febrile 
conditions. 
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“Tubercle of the Choroid in Tu- 
Ophthalmoscope, 10, 


Forget the slanders you have heard 
Forget the hasty, unkind word 
Forget the quarrel and the cause 
Forget the whole affair because 
Forgetting is the only way. 
Forget the trials you have had 
Forget the weather if it’s bad 
Forget the knocker—he’s a freak 
Forget him seven days a week 
Forgetting surely brings big pay. 
—wNSelected. 
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REPORT OF TWO CASES OF EPIDEMIC 
ENCEPHALITIS.* 
By H. T, HAWKINS, M. D., Clover Va. 

This condition, also known as lethargic en- 
cephalitis, is diagnosed by exclusion, and the 
treatment is symptomatic. This is mentioned 
because the diagnoses were made purely by ex- 
clusion in the cases reported, One case oc- 
curred in a white woman of advanced age. and 
the other in a young colored girl, living about 
five miles apart. There was no possible con- 
tact between the two and no other cases pre- 


ceded or followed them in the locality. Both 
were sick about the same time. 
(‘ase 1. Colored female, 12 years old. First 


seen early in the morning of April 23, 1925. 
Her parents became alarmed because they could 
not arouse her, She was as well as usual up 
to and including the night just passed. When 
called in the morning she got out of bed and 
answered that she was up. A few minutes 
later her parents, hearing a noise, went up to 
investigate and said they found her having a 
spasm, which soon passed off. She roused 
enough to say that her head and arm hurt, 
and then lapsed into a deep stupor, not speak- 
ine or moving afterwards. It was about two 
hours after she was taken with the convulsion, 
when first seen. 

The past history is vague. She had always 
heen “kinder puny” and had suffered with 
her head. No history of previous convulsions 
could be obtained. The mother is feeble- 
minded, and none of her relatives could tell 
any more about her, 

Examination revealed a fairly well-nour 
ished colored girl, lying quietly with eyes 
closed, The heart action was irregular and 
there was a systolic murmur at the apex. The 
heart was not enlarged. Mouth cannot be 
opened. Pupils equal and about normal in 
size, but will not react to strong light. The 
knee jerks were absent. There is stiffness of 
the neck, and attempts to bend the neck causec 
flexion of the thighs. Temperature 98 axillary 
and pulse 80. 

A soap-suds enema was ordered and cold ap- 
plications to the head, Quiet and no further 
attempts to rouse the patient were advised. 

Next day the condition was the same, Pa- 
tient had voided and defecated without rous- 


ing since IT first saw her. Axillary tempera- 


*Read before the South Piedmont Medical Society, at Dan- 
ville, Va., April 20, 1926. 


ture was 98 and pulse 76. On the fourth ca 

she lay with her eyes open, but apparently ¢ 

not see or hear anything, or at least gave n 
intimation that she did either, On the fift! 
day this girl was lying quietly in bed munch 
ing a cracker. Her father stated that s! 

awoke about 4 A. M. Patient said she wa- 
comfortable, The knee jerks were present lu 
very sluggish, The stiffness of the neck wa 
still marked and bending the neck still cause: 
flexion of the thighs. 

As to treatment in this case, nothine wa 
done except cold applications to the head and 
aleohol rubs until she regained consciousness 
When consciousness had returned she was put 
on hexamethylenamin in solution. Thi 
days after her return to consciousness she con 
plained of pain in the back of her neck, Mu: 
tard plaster gave relief, and she has had 1m 
further trouble. 

Case 2. White woman, aged 70, 
There was nothing in her past history of im 
portance, except that she had suffered wit! 
what she called catarrh for many years. Ha: 
typhoid when a young woman, and had nev: 
been very robust. First seen April 25, 1925. 
Complained of violent headache and pain i 
Was nauseated but efforts t 
For several day 


marrie 


neck and back. 
vomit produced no resuits. 
had a slight cough and some roaring in lie: 
Ate very light supper, which is he: 
custom, <A little after midnight she woke with 
the above symptoms, and at first saw several! 
vivid flashes of light. 
examination at 2:30 A. 
perature normal and pulse &-+4, 
centuation of the aortic second sound, ‘The 
stomach appeared empty on percussion, There 
was no tenderness over the mastoid processes, 
but there was stiffness of the neck. When first 
seen she was sitting near the foot of the | 
crouched and resting her head on the foot of 
the bed. Every movement accentuated the 
pain. A hypodermic of morphine and atro- 
pine was given, and for half an hour or more 
produced no effect whatever, Then she said 
her pain was not so severe as it had been, By 


left ear. 


M. revealed tem 
There was a 


1 
ec. 


4 A. M. she was fairly comfortable, dozing for 
a few minutes and crying out from pain in her 


head when she made the least movement, Five 
hours later her condition was unchanged except 
for profuse sweating. Had been fairly com- 
fortable and had dozed some, but would again 
cry out from pain in her -head on the least 
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movement, 
ion were all normal. 

At noon she was totally unconscious and 
Temperature was now 
Pupils would not 


Temperature, pulse and respira- 


ould not be roused, 
100 axillary and pulse 64. 
react to strong light. There was a spastic 
condition of the right arm and leg, which 
passed off in a short while. She would move 
her limbs on both sides, but the right arm and 
leo were jerky andl stiff, This soon passed Oli 
and left her free movement of limbs. Had 
not voided in twelve hours. Catheterization 
removed 24 ounces of urine, which, upon ex- 
abnormality either 
microscopic. Patient 
Ice-cap applied to head 


amination, showed no 
chemical or 
sweating profusely, 
and soap-suds enema given, which was 
tual. 

That afternoon I had Dr. Fuller in consul- 
The condition was just as it was al 
noon. We agreed that there was an inflamma- 
tory condition of the nervous system, and de 


was still! 


effec- 


tation, 


cided to await developments before making a 
further diagnosis. About 8 P. M. the tem- 
perature was 100 axillary and pulse 84. Cathe- 
The stiffness 
of the neck was very pronounced, Patient still 
Sodium bromide per rectum every 


ter removed & ounces of urine. 


comatose, 
four hours was ordered. 

Next day the temperature was 100 axiliary 
and pulse 84, Bladder still not functioning 
and catheter was used, There has been no 
defecation and no sounds of peristalsis could 
be made out with stethoscope. Patient cannot 
be aroused, but mumbles confusedly about pain, 
Late in the afternoon she aroused enough to 
reply in a dazed and confused manner when 
spoken to, and bladder emptied spontaneously 
when she was raised to a sitting posture. 

For the next week the temperature ranged 
from 99 to 101 and the pulse from 70 to SO. 
The patient would seem rational for a few 
moments and then lapse into delirium,  Peris- 
talsis returned after about thirty-six hours 
She was put on hexamethylenamin in solution 
and the continued. There was 
marked dimness of vision. : 

During the next two weeks she appeared al 
ternately somnolent and excited, The stiffness 
of the neck continued and she complained of 
headache and pain in her neck and between 
her shoulders, After the temperature was nor- 
mal for a week, she was put on general diet, 
and given tincture nux vomica. The appetite 


bromides 
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Was very fitful. Bromides were used only when 
she became too much excited. Dimness of 
vision cleared yery slowly. 

At the end of the second week she was al 
lowed out of bed and began to gain strength 
slowly but steadily. At the end of the fourth 
week she was helped into her chair one morn- 
ino and remarked that she was glad to be 
home again, Questioning then brought out the 
fact that the four weeks were a total blank 
to her. She remembered my first visit and the 
return home as she thought, but has never been 
able to recall a single incident between those 
days. 

From that time on her recovery was steady 
though the stiffness and pain in the neck con- 
tinued, and she complained of the top of her 
head feeling sore. The only treatment used 
was the hexamethylenamin and bromides, with 
alcohol rubs and the ice-cap and the nux vomica 
added later. By June 1 she had recovered 
sufficiently to attend to her household duties 
and since has been about as well as ever. 





THE INTRACAPSULAR METHOD OF 
CATARACT EXTRACTION—WITH 
REPORT OF CASES 
By WILLIAM PATTERSON, M. D., Richmond, Va. 

The advantages of the intracapsular opera- 
tion for cataract extraction cannot be better 
expressed than in the following words of 
Fuchs: “The ideal cataract operation would be 
to remove the lens in the closed capsule, so 
that no residue of cataract would remain, no 
tags of the capsule could be incarcerated in the 
wound and no after cataract could form by 
thickening ancl folding of the cal sule that has 
been left behind. But.” 
results obtaining in successful cases ot this 


he adds. “the ideal 


method are purchased at the expense of quite 
a large number of losses.” 

Colonel Smith, however, in operating in 
India on over 40,000 cases by this method, with 
brilliant success, has proved that it can be done 
with as much safety, in skilful hands, as the 
capsular operation. 

It is claimed by some of the opponents of 
this method that there is more danger of los- 
ing vitreous during the operation. This may 
be true, but there is also a loss of vitreous in 
a great many cases of the capsular operation 
with a much greater danger of losing the eye 
caused by the capsule and lens substance which 
are left in the eye. 








240 


With the closed capsule extraction at our 
disposal, there is no excuse of causing a pa- 
tient with double immature cataract to spend 
months and sometimes years of idieness and 
mental anguish by telling him that we cannot 
operate until the cataract matures. 

For the above and other reasons, this method 
has come to stay, and, in the opinion of 
Colonel Smith, will come to be the operation, 
the world over, twenty years hence. 

The technic that we employ is as follows: 

We do not use a speculum at any stage of 
the operation, The assistant, upon whose skill 
depends a great deal of the success of the 
operation, holds the lids apart with his fingers, 
With a pair of toothed forceps, the conjunctiva 
is grasped in the vertical meridian, at the lower 
limbus, pulling gently forward and down- 
ward, care being taken not to press against 
the ball. 

The puncture and counter puncture are now 
made, with the Graefe knife, at the horizontal 
meridian and the corneal section is completed 
without pausing. A conjunctival flap is made 
at the finish. 

The grasping forceps are now laid aside 
and, with the iridectomy forceps, the iris is 
‘aught and a broad iridectomy made. We do 
not think that the pupil is drawn up as much 
after a broad iridectomy. 

The patient is next directed to look up, and 
the operator, with a blunt hook, presses direct- 
ly backward on the cornea, below the horizon- 
tal diameter, until the lens leaves the hyaloid 
fossa. The hook then follows up the lens, di- 
recting the pressure so as to tilt the lens up- 
ward and forward until it is finally expelled. 

The iris is then replaced at the angles of 
the wound. Before bandaging the eyes, we use 
a 1 per cent atropine ointment, with plenty of 
1 per cent yellow oxide of mercury ointment. 

We do not disturb the eye until the third 
day. A great deal depends upon the proper 
nursing and co-operation of the patient as to 
what the final outcome will be. 

Operative Resvvts 

Case 1—January, 1924. R. T. L., male, age 
Left eye injured fifteen years ago by a 
piece of steel entering the ball. O. S. V.— 


52. 


count fingers at eighteen inches. First noticed 
cataract developing in the right eye six years 
ago; still able to count fingers in cataract eye. 
On account of poor vision in left eye, did not 
wait till maturity. 


Did intracapsular opera- 
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tion without complications. He was a mode! 
patient, left hospital on tenth day, eye in best 
condition. When refracted six weeks later, | 
got 20/20 vision with correction. 

Case 2.—January, 1924. H.R. K., male, ay 
39. Mature cataract in right eye; light pe: 
ception but not projection; vision in left ey 
20/100 with —9.00 sph. =—2.00 cyl. x 4: 
Did not expect to get useful vision in catara 
eye after operation, but patient wanted it r 
moved for the cosmetic effect. We remove 
the lens in capsule without any trouble. Th 
eye healed nicely, but post-operative examina 
tion of the fundus showed old changes whi 
prevented useful vision. 

Case 3.—February, 1924. C. G., female, ay 
64. Immature cataract in each eye; still ab! 
to count fingers at eighteen inches. Intracap 
sular operation on right eye; no complications: 
left the hospital in ten days. Pretty eye fron 
the operation, but an old fundus lesion pre 
vented normal vision, She got useful vision 
however, and was happy. 

Case 4.—August, 1924. J. R. J., female, 
age 52, Mature cataract in left eye; immature 
cataract in right eye. Patient very nervous 
She had twice been in the asylum, During 
the operation she was fractious and there was 
some loss of vitreous, She was unruly after 
the operation and could not be kept quiet. The 
third day she had a hemorrhage into the an- 
terior chamber. This patient has since died, 
but, before her death, the hemorrhage had 
about cleared up. The last report we had she 
was able to read large print and the eye was 
improving. 

Case 5.—February, 1925. E. L., female, age 
50. Mature cataract in right eye; incipient 
rataract in left eye. Intracapsular operation 
performed; there was no loss of vitreous; or 
post-operative trouble. She got normal vision. 

Case 6.—March, 1925. L. C. J., female, age 
89. In spite of her age and feeble condition, 
we did an intracapsular operation on right 
eye. We have just received a report on this 
patient. She says that she is able to read fine 
print, and thread a needle. 

If we had done the capsular operation on 
this old lady and it required an after-cataract 
operation, I am suré that she would not have 
returned for the second operation, It required 
some persuasion, on account of her age, to get 
her consent for the first operation. 

Case 7.—May, 1925. H. A., female, age 80. 
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Hypermature cataract in left eye. Intracapsu- 
lar operation was attempted, but the cataract 
was large and soft. The corneal incision being 
too small, the capsule ruptured when it was 
part way through the incision and we were 
nable to remove the entire capsule, thus mak- 
ng this a capsular operation, and an opera- 
tion for the after-cataract is now necessary. 

This patient does not understand why she 
lias to have another operation, but in a large 
per cent of the cases a second operation after 
the old capsular method has to be done. 

Case 8—June, 1925. A. C. G., male, age 
is. Immature cataract in right eye; mature 
cataract in left eye. Intracapsular operation, 
during which we estimate that at least one. 
fourth of the vitreous was lost. In spite of 
this, this man gets 20/20 vision and is using 
this eye altogether in his work. 

It is doubtful with this amount of vitreous 
lost, if we had left behind the capsule and 
some lens substance to stir up inflammation, 
whether this patient would have gotten 20/20 
vision. 

Professional Building. 





PROSTATECTOMY WITH REFERENCE 
TO PRE-OPERATIVE TREATMENT.* 
By B, E. HARRELL, M. D., Norfolk, Va. 

The past few years have marked wonderful 
strides in the surgery of the prostate. There 
have been many refinements in operative tech- 
nic and many changes in preoperative and 
postoperative management. The mortality has 
dropped from 20 per cent to less than 5 per 
cent in the hands of a few skilful operators. 
There are still many problems of prostatic 
surgery unsolved, and as their solutions ap- 
pear we may expect even this rate to drop 

still lower. 

The mortality in the hands of a few skilful 
operators is low, but in the hands of the oc- 
casional or the unskilled surgeon, it is an en- 
tirely different matter. We have no way of 
knowing just what this death rate is, but it is 
certainly far above what it should be. 

The most important part of a prostatectomy 
is what is done before operation. One will 
find that mortality will vary almost directly 
with the care and skill with which preopera- 
tive treatment is carried out. 

The damage done to the urinary tract by a 
benign prostatic enlargement is primarily me- 





*Read before the Seaboard Medical Association, Norfolk, Va., 
December 2, 1925. 


chanical, in that by its location it causes an 
obstruction to urination, Most of the accom- 
panying forms of bladder and renal disease 
may be traced directly to this one fact—that 
there is a mechanical obstruction, This ob- 
struction causes the retention of a certain 
amount of urine in the bladder,—an amount 
that will vary with the patient’s habits and 
his surroundings. 

We are familiar with the changes that take 
place in the bladder wall as a result of obstruc- 
tion. There is a definite hypertrophy of blad- 
der musculature which may be observed with 
the cystoscope, and a definite thickening of the 
bladder wall. Along with this increase in 
musculature there is an increase in intravesical 
pressure. In one series of cases this tension 
varied from 30 to 55 c.m. of water in the rest- 
ing bladder. On straining at urination this 
tension is naturally much increased. 

It has been determined that the pressure 
within the renal pelvis is practically the same 
as the pressure within the bladder, regardless 
of how we believe this pressure to be produced. 
We have reason to believe that with an actively 
contracting bladder there is regurgitation up 
the ureter even in early cases. In a certain 
percentage of late cases the ureters become di- 
lated, the uretero-vesical valve ceases to func- 
tion, and there is a constant ebb and flow of 
urine along the ureter, But no matter whether 
we believe that there is regurgitation or that 
pressure is due to efforts of the ureter to empty 
itself against the tension of a distended blad- 
der, the pressure is there and is about equal to 
the pressure within the bladder. Thus, the kid- 
ney is constantly exposed to a considerable 
back pressure, and on straining at urination 
this may rise to quite high figures. 

The next question is, just how sensitive is 
the kidney to intrapelvic pressure? We shall 
have to answer this question somewhat in- 
directly. A blood pressure of approximately 
60 millimeters of mercury at the kidney is 
necessary for the kidney to do its work; if the 
blood pressure falls below this point, secretion 
stops. If the difference between intrapelvic 
pressure and blood pressure falls below 60, the 
kidney stops secreting. For inst:nce, if we 
have a blood pressure of 130, and raise intra- 
pelvic pressure to 80 we have a “kidney pulse 
pressure” of only 50, which is not enough to 
carry on secretion. 

We have the results in a series of cases 
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studied from this standpoint following rou- 
tine pvelography. These cases were injected 
up to the usual end-point, the first sign of dis- 
comfort and, functional tests made daily 
thereafter till the kidney returned to normal. 
It was found that the injected kidney promptly 
lost from one-half to two-thirds of its func- 
tion and did not return to normal for more 
than a week after the injection. We may be- 
lieve, then, that the kidney is sensitive to intra- 
pelvic pressure and may expect it to be dam- 
aged by back pressure from a distended blad- 
der. 

The most important single cause of death 
in prostatic hypertrophy is renal insufficiency. 
The chief problem of preliminary treatment 
is relief of back pressure to allow the kidneys 
to return to normal, or as near normal as we 
can get them. 

There is little to choose between a cystos- 
tomy and a retained catheter, Some patients 
will do better on one, some on the other. A 
cystostomy probably gives a little better drain- 
age than the catheter, but as a routine we pre- 
fer the latter. Most patients tolerate the 
catheter very well if it is properly placed and 
properly fastened, The introduction of any 
foreign body into the bladder will cause a cer- 
tain amount of discomfort, But this usually 
passes off after a day or so and there is no 
further complaint. These patients can be up 
in a chair, can move about the wards as they 
please, and, I believe, are happier than tho-e 
with a matodorous suprapubie dressing. But 
whatever method is employed, drainage should 
be continuous, Patients should be kept out of 
bed and encouraged to as much activity as their 
condition will permit. 

To follow the progress of these cases we 
must adopt some test, or tests, of renal func- 
tion, which should be done at frequent and 
regular intervals, All such tests have their 
limitations, which must be recognized to make 
our estimations of any value. We have found 
the phenolsulphonepthatein test and the esti- 
mation of the blood’ urea by far the most en- 
lightening and most reliable. Six milligrams 
of *phthalein are injected into the buttocks and 
two estimations are made; the first at the end 
of an hour and ten minutes, and the second 
an hour later. This test, however, cannot be 
followed blindly. For instance, a high out- 
put when drainage is first begun means very 
little as regards operability; it may be asso- 
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ciated with a considerab’e urea retention 
Also, under certain circumstances a_ patient 
may excrete only a small percentage, or evet 
a trace of *phthalein, and yet show no urea 
retention, and may be a fairly good operatiy 
risk, 

The first thing that happens when back pre 
sure is relieved is that there is a prompt an 
marked drop in kidney function, The functi: 
then through a period of days or weeks gradi 
ally rises and finally becomes stationary at 
level considerably above its low point. Son 
care must be exercised in determining ju 
when function has reached a level that justi 
fies operation, First, the output for two hou 
becomes satisfactory, with most of the excr 
tion taking piace the second hour, If drain 
age is continued still further, the relation |) 
tween the first and second hours is reverse 
and most of the excretion takes place in thy 
first hour, This is the response of a norma! 
kidney. A diseased kidney tends to wor! 
constantly at its maximum, but a normal kid 
ney will have periods of great activity fol 
lowed by periods of comparative rest. We 
have reached our end point when the kidney 
will excrete in satisfactory amounts and will 
dlo so promptly. 

We cannot lay down any rwe as to what 
amount of function justifies operation, To set 
a limit at 20, 40, or 60 per cent is impossible. 
The important point is that function becomes 
stabilized at a certain level—whatever that 
level may be—and that there is no considerab!e 
urea retention at this level. A patient with 
a fluctuating kidney function is a dangerous 
patient to operate on, He should be drained 
till his function becomes stabilized. 

Several explanations have been offered for 
the drop in function that occurs when the 
drainage is begun, It is assumed that the sud- 
den release of back pressure leads to an in- 
tense passive congestion of the kidney with a 
consequent decrease in activity. Again, it is 
held that an acute infection of the kidney or a 
flare-up of a pre-existing infection is respon- 
sible, Probably both these factors play a part, 
but we believe that infection is the chief of- 
fender. In these cases an extensive pyelonep!h- 
ritis may exist without any of the classica! 
symptoms of infection. Many such cases at 
autopsy have shown extensive infection, even 


with cortical abscesses without having shown 
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either pain, tenderness, or elevation of tem- 
erature. 

The patient with an infected urine is, other 
things being equal, a better operative risk 
than one without infection. No one would ad- 
vocate that he be deliberately infected, but it 
sa common observation that his stay in the 
hospitai is more tranquil than that of his un- 
nfected brother, It frequently happens that 
the man who has been leading a catheter life 
without any ideas of cleanliness will be a 
candidate for early operation, He has re- 
lieved his back pressure, has developed an im- 
munity to his infection, and his urinary tract 
is less liable to insult. 


I 


We have heard a great deal in the past few 
vears about the apparent increase in circula- 
tory diseases as a cause of death, The pros- 
tatic is particulariy liable to suffer in this re- 
spect, since he is already laboring under quite 
a handicap. It is found that certain cases of 
cardiovascular materially 
fited by the removal of an hypertrophied pros- 
tate, When preliminary drainage is first be 
vun, there is often a sharp drop in blood pres 
sure within the first twenty-four hours, In 
one series this drop averaged 44 millimeters 
of mercury. The extent of this decrease seems 
to vary with the amount of residual and the 
degree of reduction in a renal function, The 
hload pressure then gradually rises and, after 


disease are bene 


a period of a few days to two weeks, becomes 
stationary at a level equal to or betow the 
level before drainage. If drainage is inter- 
rupted for any reason, the blood 
promptly rises, only to fall again when it is 
resumed, Here again stabilization is neces- 
sary. The circulation should have a chance 
to adjust itself to the change in urinary pres- 


pressure 


sure, 

There is one type of patient that has been 
the cause of a great deal of worry. I refer to 
the patient who walks into the hospital, has 
his bladder drained, and in a few hours or a 
few days. passes on to autopsy. These patients 
are considerably retieved at first, and from 24+ 
to 48 hours appear to be doing well. Then, 
without any apparent cause, they begin to 
fail, and usually go down hill quickly. This 
change may occur even with a good output of 
urine. If they live long enough, these cases 
often become extremely emaciated and seem to 
waste away almost from hour to hour. When 
this process has once begun, I know of no way 
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in which it can be checked, but it may be pre- 
vented, The danger of suddenly relieving a 
massive retention has long been recognized. 
It sets up an intense congestion of the urinary 
tract, sometimes severe enough to cause hemor- 
rhage from the bladder wall, and certainly in- 
vites infection, It has been recommended that 
we evacuate only a small fraction of the re- 
tained urine at each passage of the catheter. 
Also, various types of apparatus have been de- 
vised to maintain bladder pressure with a re- 
tained catheter in place. The pressure may 
then be decreased a certain amount each day 
until the bladder is empty. These maneuvers 
have been successful in preventing the collapse 
of this type of patient. 

In evaluating our methods of determining 
when a patient is ready for operation, we 
should keep in mind two points: 

First, that the patient must be stabilized 
both as to kidney function and as to blood 
pressure ; 

Second, that clinical judgment must play a 
large part in our decision. 

No test can be an absolute indication of 
operability. Valuable as these tests are, there 
are qualities of expression, of manner, speech 
and mental alertness that indicate that vitality 
necessary for a successful prostatectomy. 

607 Medical Arts Building. 


THE PREVENTION OF ACUTE LOBAR 
PNEUMOCOCCUS PNEUMONIA.* 
By I. K. REDD, M. D., Atlee, Va. 

To fuily understand the prevention of acute 
lobar pneumonia, we 
change the text-book definition of “an acute 
to that of “an acute infec- 
tious and contagious disease,” and class it, from 
the standpoint of preventive standards, with 
measles, diphtheria and other quarantinable 


pnheumococcus must 


infectious disease” 


diseases. 

Man is always the source of the infection, 
each case of pneumonia being a focus for the 
spread of virulent pneumococci; therefore, the 
ilisease should require compulsory notification 
to Health Boards, The case should be isolated 
in the same manner that diphtheria is isolated, 
the discharges from the mouth, nose and throat 
burned, and bed linen, spoons, cups, ete., should 
be boiled or thoroughly disinfected in a pheno] 
or bichloride solution. Those who enter the 
sickroom (and these should be limited to phy- 


*Read before the Hanover County (Va.) Medical Society. 
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sicians, nurses and one member of the family) 
should be most careful as to personal hygiene, 
especially in cleansing the hands, and using a 
nose spray and mouth wash of some antiseptic 
solution. Gauze mouth and nose guards also 
lessen the danger of infection. Nurses should 
change their outside clothing on leaving the 
room. Patients should be kept isolated in 
cases of types I and IT until these types have 
disappeared from the buccal cavities, or, if im- 
possible to culture the secretions, for at least 
three weeks after the temperature has reached 
normal. The room should then be scrubbed, 
gone over with some germicide and exposed to 
the air and direct sunlight for several days. 
This takes care of dust which is a dangerous 
source of infection. ‘These precautions elimi- 
nate to a great degree the probabilities of in- 
fection from the patient and sickroom. 

We also know that healthy carriers play an 
important role in disseminating pneumonia: 
therefore, education of the public concerning 
certain sanitary habits should be actively con- 
tinued. These include promiscuous expectorat- 
ing, the common drinking cup, roller towels, 
kissing, careless coughing and sneezing, plac- 
ing the fingers or any other unnecessary thing 
in the mouth, ete. Crowding should be dis- 
couraged, more especially during the cold 
months. Persons who sleep, work and play 
together have every opportunity of spreading 
infections of the upper respiratory tract. Thus. 
pneumonia is often epidemic in schools, pris- 
ons, institutions and industrial establishments. 
General George found pneumonia prevalent 
among workers in the South African mines. 
He took them out of barracks, gave them sepa- 
rate homes, and thus stopped epidemics. Close 
supervision and isolation of all upper respira- 
tory infections, such as common colds, sore 
throat, influenza and bronchitis, are needed. 
It should be common knowledge that anything 
which tends to reduce vitality predisposes to 
pneumonia. Overwork, loss of sleep, hunger, 
worry, lack of fresh air, excesses of all kinds, 
should be guarded against. Health officers may 
assist by disseminating this knowledge by the 
regulation of ventilation in public buildings, 
by proper cleaning and oiling of streets, by 
enforcing anti-spitting regulations, by aiding 
in the search for carriers, and in the diagnosis 
of pneumonia through their laboratories. 


Vaccines as a prophylactic against pneu- 
monia are still in the experimental stage. I 
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wish to give the results of several workers in 
this field, which, although incomplete, promise 
something for the future. Lister injected a 
large group of mine laborers at Kimberly. 
South Africa, with a triple vaccine made o 
the three types of pneumococcus that had bee: 
responsible for the pneumonia among th 
workmen, and noted less of the diseases than 
in those not vaccinated. 

Cecil and Austin inoculated twelve thou 
sands seasoned troops (20 per cent of the com 
mand) at Camp Upton, with a vaccine of typ: 
I, Il, II. While the period of observatio: 
was only ten weeks after inoculation, no cas: 
of types I, II, and III were observed in th: 
vaccinated groups. Seventeen cases of pne\ 
monia developed in this group against on 
hundred and seventy-two cases among the res! 
of the command. 

Cecil and Vaughn immunized 80 per ceni 
of the men at Camp Wheeler. <A large num 
ber of these men were recruits and, therefore. 
more susceptible to the disease: also an in 
fluenza epidemic prevailed at the time. During 
a period of three months three hundred and 
sixty-three cases of pneumonia of all varie- 
ties occurred among the men vaccinated (% 
per cent) and three hundred. and twenty-seven 
cases among the unvaccinated (20 per cent). 
Only eight cases of types I, II, and III de 
veloped among those who were vaccinated and 
these were all secondary to severe casés of in- 
fluenza. 

Pneumococci immunity is strictly specific. 
Vaccines protect only against the pneumonia 
caused by those groups represented in the vac 
cine. Much more work will have to be don 
before a definite conclusion can be reached con- 
cerning the prophylactic value of these meas- 
ures. Studies are now being made by a com- 
mission upon groups of many thousands, with 
equal numbers of controls. The results of this 
work will not be known for several years. 

In closing, I wish to emphasize the fact that 
each case of pneumonia should be regarded as 
a focus for the spread of the infection, and 
should be treated with the same care that is 
given diphtheria or influenza, as an infection 
which is spread from man to man through thi 
secretions of the mouth and nose. 
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ETHYLENE—THE NEW GENERAL 
ANESTHETIC.* 


By C. N. CHIPMAN, M. D., Washington, D. C. 
Anesthetist to The George Washington University Hospital, and 
The Episcopal Eye, Ear, Nose and Throat Hospital. 


Only a few years ago, chloroform was the 
anesthetic of choice; it was pleasant to take 
and easy to administer, but it caused so many 

idden deaths and post-operative complica- 
tions that it has been generally discarded as 

n anesthetic agent. 

Then we had ether, with which we could 
inesthetize all patients, but we all know how 

npleasant it is to take, and the prolonged 
post-operative nausea and yomiting we have 
n the majority of cases. Then an old anes- 
thetic agent, nitrous-oxid, was revived, with 
many new kinds of apparatus to administer 
the same being tried out, It is pleasant to 
take, and the post-operative difficulties are few, 
but we can only produce surgical anesthesia 
in a limited number of patients without the 
addition of ether. 

Within the past two years a new anesthetic 
agent has been tried out and it gives great 
promise of largely taking the place of ether 
and nitrous-oxid, The new anesthetic is ethy- 
lene, which is an unsaturated hydrocarbon 
having the formula C.Hy, at ordinary tem- 
peratures and pressures. It is a gas having a 
peculiar odor. Ethylene may be prepared by 
allowing very small quantities of ethyl-alcohol 
to interact slowly with very hot sulphuric acid 
or orthophosphoric acid. As a result of this 
interaction, ethyl-aleohol loses a molecule of 
water. 

Ingenhouss, in 1779, was the first man to 
venerate ethylene. It is reported that Mr. 
Thomas Numely, in 1849, used ethylene as an 
anesthetic. There seems to be some question 
as to just what gas Numely used, and Luck- 
hardt, after a close study of the literature, 
thinks it was “Dutch liquid” (ethylene chlorid) 
rather than ethylene. No matter what the 
early history of ethylene may be, no work of 
any importance was done with it as an anes- 
thetic agent until 1918, when Luckhardt and 
Thompson independently established on frogs, 
rats, and dogs not only the anesthetizing, but 
also the analgesic properties of ethylene gas 
when used with oxygen. On April 27, 1923, 
Luckhardt and Carter reported the first 106 
‘ases in which operations were performed un- 
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der ethylene gas at the Presbyterian Hospital 
in Chicago. Since that time, various men all 
over the country have been using ethylene. 
The credit should go to Luckhardt for demon- 
strating the fact that ethylene and oxygen can 
be used as a practical and safe general anes- 
thetic. 

During the past fifteen months, I have used 
ethylene in 1,124 cases. In fact, since I started 
using ethylene I have not used nitrous-oxid- 
oxygen in one major operation, The 1,124 
cases included various minor operations and 
such major operations as appendectomies, 
herniotomies, gastro-enterostomy, Cesarean 
section. radical amputation of breast, thy- 
roidectomy, reduction of fractures, bone work, 
removal of gall-bladder, all kinds of vaginal 


work. obstetrical cases, ete. 


PREMEDICATION 

All adult cases have had morphine sulphate 
er, 14 and atropine sulphate gr, 1/150 before 
being brought to the operating room. Mor- 
phine not only relieves the patient before com- 
ing to the operating room, but it also is a pow- 
erful aid in producing a more perfect relaxa- 
tion in all cases, especially the more resistant 
With morphine, less ethylene is used, 
but more oxygen is required, There are a few 
anesthetists who object to morphine before 
any form of anesthesia. It adds so much to 
the comfort of the patient before and after 
operation and aids in producing so much bet 
ter relaxation, that I wish to endorse it in the 
strongest terms. We too frequently forget the 
comfort of the patient in the rush of our daily 
work, 


cases, 


THe ApvANTAGES OF ETHYLENE Over ETHER 
AND Nitrrous-Oxtp ANp OxyYGEN 


If ethylene is to become a safe and practical 


general anesthetic, it must have some very 
definite advantages over ether and _ nitrous- 


oxid-oxygen, the two general anesthetics now 
in daily use. These advantages are: 


(a). Patients are quickly anesthetized and 
recovery is rapid. 
(b). Reduced post-operative nausea and 


vomiting. 
(c). Absence of cyanosis. 
(d). Relaxation. 


(e). Period of analgesia and anesthesia. 
(f). Absence of sweating. 

(gz). Absence of headaches. 

(h). Lack of gas pains. 
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(a). Patients are quickly and easily anes- 
thetized without any struggling and without 
any discomfort or any sensation of suffocation. 
It is not uncommon, after the ethylene and oxy- 
gen is started, that there is not a single move- 
ment of hand or foot until the anesthetic is 
stopped. 

There seems to be no excitement experienced 
during induction or afterward, as you have 
with both ether and nitrous-oxid-oxygen, On 
the contrary, the patient is very much com- 
posed, and will frequently sleep more or less 
if not disturbed. 

Because of the ease of induction with ethy- 
lene, IT have discontinued the use of nitrous- 
oxid as a 
With ethylene-ether sequence, the patient is 
anesthetized more easily and more quickly than 
with nitrous-oxid-ether sequence, The patients 
recover from the anesthesia usually within one 
to three minutes. The mind is clear, the color 
is normal, and the patient does not look like 
he has just undergone a major operation. 
There is lack of excitement that is common 
after ether or nitrous-oxid. 

(b). Post-Anesthetic Vomiting: It is always 
hard after any major operation. To say that 
the anesthetic is the sole cause for vomiting is 
misleading. The operation, morphine used be- 
fore and after, doing without food, one or all 
with the anesthetic may 
Under the same 


of these combined 
cause nausea and vomiting, 
conditions, one patient may have nausea and 

e¢, while the next will be entirely free 
of the same, Nausea and yomiting occur in 
about 75 per cent of the patients who have 


vomiting 


ether anesthesia. 

With ethylene anesthesia, vomiting occurs 
in only about 25 per cent of the patients after 
they return to their room. Nearly all patients 
having ethylene any length of time will empty 
the contents of the stomach within the first 
minute or two after the anesthetic is stopped. 
From the amount of gastric juice, bile, and 
undigested food that is frequently emptied out 
on the operating table, this vomiting would 
seem to be beneficial rather than otherwise. 

As most patients fully react from ethylene 
in one to three minutes after the anesthetic is 
stopped, the vomiting usually occurs before 
the patient is fully awake, and he frequently 
does not know that he has vomited. 

The vomiting after ethylene anesthesia is 
usually projectile in character, coming on after 


preliminary to ether anesthesia. 
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fluids have accumulated in the stomach, an 
there is not that violent retching and nause 
which prevails after ether anesthesia. 

The patients who, on being returned to thy 
room, are left absolutely quiet, are not | 
mitted to talk, and are not given water 
mouth for some hours, are much less apt 
vomit. It is hard to make the friends of 1 
patient, and even the nurses, realize th 
although the patient following a major ope 
tion may be fully reacted, he is in no condit 
to talk. No one should be permitted in 1 
room except the nurse, and the room sho 
be well ventilated. The atropine used in 
premedication may be the cause of some 
the thirst, so in the future IT am going to 
only morphine sulphate. 

All patients on being returned to their roo 
should have water or normal salt solution 
rectum, which will reduce this thirst a 
largely do away with the need of giving wat 
by mouth for several hours. 

(c). sLbsence of Cyanosis: With ethyles 
anesthesia, the color is usuaily about norm: 
The lips and ears are a good pink color, Son 


writers have stated that there is no cyanosis. 


but I have found that in a few cases vou hay 
a slight cyanosis of the skin, but in no con 
parison to that of nitrous-oxid, and not enoug! 
to cause a marked enange in the blood. | 
usually means that vou have reduced your ox) 
gen too much. If vou push ethvlene anes 
thesia too deeply, vou are more apt to have 
pale, waxy color, unlike the deep cyanosis yo 
vet with ether or nitrous-onxid. 

(dl). Relaration: YT have been surprised al 
the degree of relaxation that it is possible t 
obtain with ethylene. IT have in no case pushe: 
ethylene to the limit; being a new anesthet! 
agent I feit it would be much better to us 
unusual care. especially as IT have been work 
ing with yarious surgeons who themselye- 
were not familiar with ethylene. 

It is the ideal anesthetic for all kinds o! 
vaginal work, the relaxation here being as 
complete as with ether. Very satisfactor) 
anesthesia with ethylene is obtained for all 
kinds of work on the extremities and any ex 
ternal part of the body. I have had a number 
of patients under ethylene anesthesia for more 
than an hour without the slightest movement 
of hand or foot. Operations about the head 
and neck, such as thyroidectomies, are idea! 
for ethylene anesthesia, With my limited ex- 
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yerience in the use of ethylene, I feel that the 
relaxation obtained in abdominal operations 
lus been very satisfactory. In some cases, the 
relaxation has been as complete as that ob- 
tzined with ether, while in others there has 
nm some rigidity at times, If the abdominal 
muscles stiffen up, it only requires a minute or 
» to relax them by pushing the ethylene and 
ducing the oxygen. We have used ethylene 
thout any difficulty in abdominal operations, 
ch as gastro-enterostomy, removal of gail- 
lndder, appendix, hysterectomy, intestinal ob 
truction, ete. 


In comparison of the relaxation obtained 
ith ethylene, ether and nitrous-oxid, I should 
~iy that ethylene is several times more power- 
ful as a relaxing agent than nitrous-oxid, Pa 
tients have been relaxed with ethylene when 
t would have been impossible to control them 
vith nitrous-oxid, At present, we are not able 
n all cases to obtain the same degree of re 
‘axation with ethylene as when using ether. 
There is little doubt as we become more ex- 
perienced with ethylene that we will be able 
to relax many more difficult patients. 


(e). Period of Analgesia and Anesthesia: 
Patients. after from two to five inhalations of 
ethylene, are in the state of analgesia, when 
minor operations may be performed without 
Satisfactory surgical anethesia is 


discomfort, 
obtained in two to seven minutes. 
tients who seem unusually resistant to ethylene 
ihe first few minutes, settle down and remain 
completely relaxed after that. It will be seen 
that patients are quickly anesthetized, and that 


Some pa- 


they just as quickly pass from the anesthetic 
to the normal stage. This may mean a little 
hard work for the anesthetist and surgeon, but 
t is a distinct benefit to the patient. 

(f). Absence of Sire ating: Ethylene, unlike 
ether and nitrous-oxid, does not cause sweat- 
ing during anesthesia, The skin and clothing 
remain dry, and this prevents chilling and loss 
of hody fluids. It once that this 
should preserve the body heat, preventing post- 
operative shock, colds and ling complications. 


is seen at 


Following both 
have 


C2} lL bsence of Tleadache es 
ether and nitrous-oxid anesthesia 
headache, fullness in the head and more or 
less excitement. With ethylene anesthsia you 
do not have headache or excitement. The pa- 
tient is relaxed and quiet. My observations 
are that ether and nitrous-oxid are intoxicat- 


you 
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ing and exciting drugs, while ethylene is a 
sedative drug. 

(h). Lack of Gas Pains: The patient is ap- 
parently troubled less with gas pains after 
ethylene than after the use of other anesthetics, 
This has been reported to me by the nurses 
and other anesthetists, I have not been able 
to give this phase of the work much study. 


DisaDVANTAGES OF ETHYLENE 

Luckhardt has listed odor, oozing and ex- 
plosibility as the disadvantages of ethylene. 
The first two, in ny experiences, have been 
minor factors; the third is less so, even less 
than ether vapor. 

(a). Odor. Kthvlene has a peculiar odor 
that is hard to explain, as I know of nothing 
similar, . is like garlic, or the 
“old fashioned sulphur matches,” although it 
A peculiar fea- 


Some say it 


is not in the least irritating. 
ture about the odor is that when I started using 


ethvlene every one in the operating room 
more or tess disliked the odor, but after a few 


days I heard no more complaints, and now 
they will all tell you that it is hardly notice- 
The most remarkable thine about the 
odor is that I have yet to find a patient who 
ean describe what it is lke, or one who has 
complained of it being offensive. Most of them 
tell you that it has no odor, or that it is a 
sweetish odor, and that it is very much bette: 


able. 


than ether. 
(lb). Oozing: 
than with nitrous-oxid, 
bright red, and that may make it seem more 
marked, I watched very closely a radical 
breast amputation the other day, and they had 


I have noticed no more oozing 
The blood is always a 


a very dry field of operation. 

(c). Kvplosibility: It is rather unfortunate 
that so much stress has been placed on the 
explosibility of ethylene, because it has fright- 
ened many so badly that they will not give 
ethylene a fair trial. Ether vapor, gasoline 
and gunpowder are all explosive; and that 
does not mean that we should discard them, 
but that, when using them, we have to use cer- 
tain precautions. The same applies to ethylene 
when mixed with air or oxygen, U 
Brom has shown that ether vapor is more ex- 
plosive than the ethylene-oxygen mixture used 
for anesthesia, He states that the mixture which 
can be exploded from an electric spark must 
contain a minimum of from 40 to 45 per cent of 
oxygen, also, that it would require six hours 


Easson 
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for the air in the average size operating room, 
without the slightest room ventilation, to be- 
come full of a minimum explosive mixture, I 
know of two explosions and three fires which 
have occurred from ether vapor in operating 
rooms within the past two years in this city. 
The fires were caused from electric sparks, and 
the explosions from an electric cautery that 
was several feet away from the ether vapor. 

The only precautions that are needed to make 
ethylene anesthesia free from danger of an 
explosion are to keep electric sparks and flames 
out of the operating room during an operation. 
This is what we have been doing for years with 
ether vapor, except when we get careless and 
take the chance of causing an explosion. 

It has been suggested that an explosion may 
he caused by a static spark from the rubber 
tubing, apparatus, etc., but this is rather a re- 
mote possibility, for if static sparks were of 
frequent occurrence, we would be having daiiy 
explosions from ether vapor. 


I’ \ILURES 


I have found that about 1 or 2 per cent of 
operations cannot be completed with ethylene 
alone. We usually find, when we change to 
ether in these cases, that we do not get along 
much better and that the breathing and re- 
laxation are not much improved. We must 
remember that there are some patients who 
will not take any anesthetic used at the present 
time without a great deal of holding of the 
breath, cyanosis and poor relaxation. The one 
anesthetic agent that is ideal for all patients 
and all kinds of operations under all condi- 
tions, we have yet to find. 


Case Reports 

I will refer to only one case, as it is typical 
of a great many. A young physician about a 
year ago had his gall-bladder drained under 
ether anesthesia. He was nauseated and 
vomited several days and almost died from the 
effects of the ether. He said he would just 
about as soon die as to have to again take ether. 
He had to have another operation and selected 
ethylene. This time his gall-bladder and ap- 
pendix were removed under ethylene .anes- 
thesia, as a result of which he had very little 
nausea and vomiting, no shock, and made an 
uneventful recovery. When asked how he 


liked ethylene, he stated that it was one hun- 
dred times better than ether. 


[ July, 


CONCLUSIONS 

1. Ethylene is a valuable general anesthetic 
that will soon be in daily use. 

2. Ethylene should largely replace the 
of nitrous-oxid because much better relaxat 
can be obtained. 

3. Ethylene will never entirely replace et! 
because compiete relaxation cannot be obtaii 
in all cases,.and it requires more skill in 
ministering it and an extensive apparatus. 

4. Ethylene is apparently not a danger 
anesthetic if reasonable care and skill are us: 
To date, ethylene has been given several | 
dred thousand times, and I only know of o 
death caused by it, and carelessness had mii 
to do with that death. 

1420 Rhode Island Avenue, Northiest. 





FURTHER STUDY OF ANTIMONY IN 
VINCENT’S INFECTIONS. 


By T. LATANE DRISCOLL, M. D., Richmond, Va 
Associate in Syphilology, Medical College of Virginia 


In 1922 the results of antimony in the trea 
ment of “trench mouth” were published, more 
especially as to the large ulcers encountere:(. 
Since that time our results with the treatment 
of Vincent’s angina, which is essentially t! 
same as to etiology, only differing as to ana 
tomic structures attacked, have proven vo 
position as to the specificity of this drug ii 
infections due to the pseudo-symbiosis of the 
bacillus fusiformis, and the Spironema vin 
centil. 

Since the original report, which was only » 
preliminary publication, over one hundre:! 
cases have been treated, which includes all de 
grees of involvement from superficial erosion; 
io a destructive gangrenous process, occurring 
at times at sites remote from those usually 
thought of as infected by these organisms 
Thus there were six tibial ulcers; twelve ulcer- 
of the penis, three situated on the glans, ani! 
nine on the prepuce; and one extensive ulce: 
of the nose involving the ala nasi. The bal 
ance of these infections developed on the ton 
sils, fauces, faucial isthmus, cheek, gums, an 
lips. 

In most cases the organisms were demon 
strated, but in those cases in which the organ 
isms were not found the clinical phenomena 
justified a diagnosis, which was confirmed b) 
the disappearance of the lesions by therapy. 

We have not thus far had a case of lung in 
volvement with this infection, but we would 
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suggest the potential cure by this method. Our 
routine technique since more careful investiga- 
tion has been made to reduce the dosage 
from 10 c.c. to 5 ¢.c., as we believe that only 
u relatively small amount of any of the heavy 
metals is available, certainly as a spirocheti- 
cidal agent. Therefore, we give on alternate 
days 5 ec. of 1 per cent tartar emetic intra- 
yenously, There are on the market commercial 
gupules of tartar emetic, but if the solution 
is made in the office, care should be taken that 
the water is freshly distilled, and sterile, and 
that a pure product of the drug is used. This 
should not be allowed to set for any length of 
time before injecting, as apparently a toxic 
fungoidal growth develops. A slow injection 
should be made, with the stomach empty, due 
consideration being given conditions constitut- 
ing contra-indications for a relatively depres- 
sing drug. 

Results.—All oral cavity lesions have healed 
in from one to four weeks. Occasionally it is 
necessary to have teeth scaled, or extracted, 
before there is a complete cessation of inflam- 
uiatory reaction in gum lesions. 

All penile lesions are healed, the limit being 
three weeks, with 50 per cent in about ten days. 
ne case was lost sight of. One patient, age 
(4, with a rather large genital sore and a heart 
lesion, died in about six hours following an 
injection of 8 cc. of 1 per cent tartar emetic. 
The nasal lesion had reduced to about one 
third original size, when further treatment was 
refused. 
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SYPHILIS OF THE STOMACH: REPORT 
OF A CASE. 


By L. MINOR BLACKFORD, M. D., Rochester, Minn. 
Fellow in Medicine, Mayo Clinic. 


Syphilis of the stomach occurs so rarely as 
to warrant the report of an additional case. 

A man, aged forty-seven, came to the Mayo 
Clinie July 6, 1925, complaining of “stomach 
trouble.” About twenty years previously he 
liad begun to have a bad taste in his mouth 
less than an hour after meals for three or four 
days, then there would be a remission of sev- 
eral months. Gradually, bloating and occa- 
sional vomiting occurred. He found he could 
ubort an attack by inducing vomiting and liv- 


VIRGINIA MEDICAL MONTHLY. 


249 
ing on a milk diet for a few days. Acid and 
fried foods increased his discomfort. About 


fifteen years before examination, his stools 
were black for a time and then he improved 
to such an extent that six years before he was 
entirely free from any type of gastric symp- 
toms except slight bloating when he allowed 
himself to become constipated. In 1914 he 
developed a phallic lesion which was diagnosed 
syphilitic. He was treated for syphilis for 
three weeks, and there were no secondary mani- 
festations, About two years before he came 
to the clinic, following dietary and alcoholic 
indiscretion, the gastric symptoms returned in 
an aggravated form, Bloating was the out- 
standing feature, and besides almost constant 
discomfort in the epigastrium, there was sore- 
ness at times. He felt nauseated about once 
a week and yomited about once a month. <A 
year before examination he had taken soda 
with questionable relief, and for three months 
had been taking tincture of belladonna with 
similar results. During the preceding six 
months he had not feit equal to the responsi- 
bility of driving a locomotive, since on more 
than one occasion he had found himself passing 
signals, During this time he had occasional] 
lightning pains in the left side. He had lost 
twenty-three pounds in the last two years. In 
giving his history he displayed emotional in- 
stability. 

Examination showed a well-developed, well- 
nourished man with a small scar across the 
dorsal surface of the corona, The right pupil 
was larger than the left, and both were ir- 
regular and contracted. They reacted to light 
but not to accommodation. Patellar reflexes 
absent. The tonsils were small and 
Roentgenograms of the teeth showed 
no periapical infection, The thoracic organs 
and abdomen appeared normal, The prostate 
was small and firm, and there was bilateral] 
fibrosis of the epididymes, The blood pressure 
was normal, and urinalysis negative. Frac- 
tional gastric analysis revealed 120 ¢.c. of nor- 
mal appearing fluid with a subnormal acid 
curve and an absence of free hydrochloric acid. 
Fluoroscopic examination revealed an ulcer on 
the posterior wall of the stomach near the 
pylorus. <A tentative diagnosis of syphilis of 
the stomach was made, The Wassermann re- 
action on the blood and spinal fiuid was 
strongly positive; the Nonne reaction was 
positive, there were 57 cells for each cubic 


were 
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millimeter, and the colloidal benzoin curve was 
001100033330000. 

After the second administration of arsphe- 
namin, all gastric symptoms disappeared and 
the patient said he felt better than for five 
years. About this time hyalin and granular 
casts were dliscovered in the urine and it was 
therefore necessary to restrict his diet. At the 
conclusion of a course of intensive treatment 
for syphilis, gastric chemism was unaltered, 
but no evidence of an ulcer in the stomach 
was found either by the fluoroscope or roent- 
genogram. 

The patient returned home with a good appe- 
tite and soon regained his normal weight. He 
felt so weil that he resumed work and only 
missed two days from it until he returned to 
the clinic for treatment five months afterward. 
It would seem that irregular hours, and fried 
foods, of which he was particularly fond, did 
not agree with him, for after about ten weeks 
he began to lose his appetite and have sour 
eructations, He returned to a bland diet for 
a time, with improvement, His weight in- 
creased again and was stationary for several 
weeks at a point 5 pounds above his weight 


on leaving the clinic. When he returned 

















Prepyloric narrowing. The ulcer on the posterior wall 
could not be shown. 


Fig. 1. 


January 12, 1926, his principal complaint was 
of discomfort low in the abdomen when con- 
stipated. A second course of treatment again 
restored him to a sense of complete well-being. 
The gastric analysis gave essentially the same 
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{ndings as before, and the report on the roent- 

gen-ray examination was: slight prepyloric 

narrowing, probably due to syphilis (Fig. | 
CoMMENT 

In addition to early taboparesis, the diag 
nosis of syphilis of the stomach rests on 1 
following points: (1) the history of infection 
eleven years before, and the positive Wasss 
mann reaction on blood and spinal fluid; (2) 
definite evidence of syphilis elsewhere in tly 
body; (3) demonstration of a definite circum 
scribed lesion of the stomach by the roentgen 
rays, associated with achlorhydria, and (4) 
disappearance of the ulcer, as demonstrated 
by the roentgen rays, and clinical improve- 
ment following treatment for syphilis. 

Flatulency, nausea, emesis and the absence 
of hemorrhage were features, as in the ma- 
jority of cases reported by Eusterman, but pain 
was less pronounced, This patient was some- 
what older, and the duration of his specific in 
fection was one year less than the average of 
twelve years, As in typical cases, there was 
a fairly marked progressive course with achlor- 
hvdria and loss of weight without cachexia. 
The sensation of rapid filling of the stomach, 
which is present in the contracted or hour-glass 
types, as pointed out by Eusterman, was not 
prominent in the history of this case. 

The unusual feature is the clinical evidence 
of peptic ulcer with perhaps hemerrhage an 
tedating the initial lesion, and its apparent 
cure four years before the onset of symptom: 
attributed to syphilis of the stomach. 
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THE DIAGNOSTICS OF THE ACUTE 
ABDOMEN.* 


By BEVERLEY F. ECKLES, M. D., F. A. C. S., Richmond, Va 
McGuire Clinic. 

The “acute abdomen” is a general term coy 

ering a wide range of pathologic conditions, in 

all of which abdominal symptoms are promi- 


*Read before the South Piedmont Medical Society, at Lan 
ville, Va., April 29, 1926. 
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nent or urgent. In hospital practice these con- 
ditions occur frequently. At the McGuire 
Clinic last year nearly 15 per cent of the sur- 
vical cases came under this division; that is. 
about one out of every six surgical cases ad- 
mitted demanded prompt and accurate sur- 
vical diagnosis. 

In general practice the “acute abdomen” is 
not met so frequently, but, when encountered, 
is of such urgency that I trust another dis 
ussion of this ever-present class of cases may 
not be without some interest at this time. 

This paper deals with the diagnosis of these 
conditions, their treatment 
often depends upon the promptness of their 
recognition, The prognosis frequently is di- 
rectly influenced by the time elapsing between 


since success in 


diagnosis and operation. 

The more common of these diseases are acute 
appendicitis, acute gall-stone 
colic, ruptured duodenal ulcer, acute intestinal 
obstruction, strangulated hernia, acute pyeli- 
tis, kidney colic, and, in the female, acute sal- 
pingitis, ectopic pregnancy and ovarian cyst 
with torsion of its pedicle. Traumatic rupture 
of one or more of the viscera must also be in 
eluded. 

Not all of these are immediately operative 
conditions; some, such as acute pyelitis, mav 
In others, such 


cholecystitis, 


require no surgical treatment, 
as acute salpingitis, it is much safer to wait 
until the acute attack subsides before operative 
treatment is attempted. Nevertheless, they 
should all be borne in mind when one is con- 
fronted with symptoms and signs that might 
arise from any one of them. 

This enumeration divides these cases into 
three broad classes: those of the gastro-intes- 
tinal tract, those of the urinary tract, and thove 
of the female generative organs. 

The clinical significance of this division lies 
in the principle that organic disease in any 
of the viscera will be manifested by derange- 
ment of its function. The symptoms and 
signs, therefore, if properly elicited and inter- 
preted, should indict the organ most affected, 
in the given case, It is the purpose of this 
paper to discuss briefiy the fundamentals on 
which such an indictment may be drawn. 

A correct diagnosis is based upon data se- 
cured in one of three wavs: 

First, through searching questioning of the 
patient—the history of the case. 

Second, through the diligent careful use of 
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the examiner's special senses—the physical ex- 
amination. 

Third, through such laboratory tests as may 
be deemed necessary or helpful in the light 
obtained by the history and the examination. 

No one of these three can stand alone: too 
often the most careful correlation of all three 
is insuflicient, In the majority of cases, how- 
ever, they form the tripod on which the diag- 
nosis firmiy rests. 

The first of these, a complete history of the 
case, is of prime importance, Except in the 
presence of the gravest emergency, it should 
not be hurried over. Jt should includ 
plete story of the patient’s past life, noting es- 
pecially previous operations or other trauma: 
grave illnesses: and, in woman, a thorough 
knowledge of her menstrual and child-bearing 
history. There should be a detailed account 
of the present attack, fixing the date of onset 
and the appearance, in order, of all of the 
A record of previous similar at- 


e a con- 


symptoms, 
tacks is of great interest, since such conditions 
as appendicitis, gall-stones, renal calculi, pye- 
litis and salpingitis are notoriously prone to 
recur, The patient should be encouraged to 
tell the whole story compietely, and to tell it in 
his own words. Often essential points or im- 
portant leads are furnished yoluntarily in this 
way. 

The physical examination should be equally 
should include cognizance of 

the patient, his mental at- 
It demands 


searching. It 
the posture of 
titude, and his facial expression, 
an inspection of the ears and throat, especially 
in children; testing of the pupillary reflexes: 
a careful chest examination to learn the con- 
dition of the heart and lungs, and to eliminate 
such frequent causes of abdominal pain as cen- 
tral pneumonia or diaphragmatic pleurisy; and 
a complete study of the abdomen. 

The abdominal examination should inelude- 

/nspection, noting the contour of the ab- 
domen, the character of respiration, the activ- 
ity of peristalsis, the amount of distention, and 
the presence of previous scars: 

Thorough Palpation of the whole abdomen. 
the lumbar regions, and of all potential hernial 
orifices in order to ascertain the presence of 
a hernia, the resistance of the abdominal wall. 
the location and degree of tenderness, the pres- 
ence and character of masses or the presence 
of free fluid; and occasionally percussion and 
auscultation to determine the density of under- 
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lying structures or the activity of the peristal- 
tic waves. 

In addition to this study, it often happens 
that a careful vaginal examination, a digital 
exploration of the rectum, or catheterization 
of the bladder with urinalysis may assume a 
commanding position in the solution of the 
problem. 

The laboratory examinations of most im- 
portance are the total and differential white 
cell counts, the urinalysis and the estimation 
of the haemoglobin and red blood corpuscles. 

The physical findings to be sought for and 
appraised are the temperature; the pulse; the 
respiratory rate; the presence, location, char- 
acter and radiation of pain; the appearance 
of localized tenderness, muscular rigidity and 
abdominal or pelvic masses; the presence of 
a hernia; the amount of distention; the activ- 
ity of peristalsis; nausea and vomiting, and 
their character; and the degree of shock and 
its source. Not all of these will be present in 
any one case, but nearly always enough of 
them may be found to establish a working 
diagnosis and to determine the necessary treat- 
ment. , 

The laboratory examinations supplement the 
history and physical findings. For instance, a 
low haemoglobin and red cell count indicate a 
hemorrhage that may be concealed; a high 
leucocyte count and increase in the polynuclear 
white cells usually indicate infection and give 
a clue to its severity and to the bodily resist- 
ance. 

Careful chemical and microscopic urinalysis 
may definitely indicate a lesion in the urinary 
tract or may equally definitely exclude one. 

X-ray examination is of great value in many 
cases, particularly where biliary or renal stones 
are suspected, or where the physical findings 
in the chest require immediate confirmation or 
negation. 

The facts gotten from the history, the phy- 
sical examination and the laboratory are as- 
sembled and studied by the clinician in the 
light of his experience; and his interpretation 
of these facts is the working diagnosis. 

The correctness of the diagnosis is directly 
dependent upon the thoroughness and com- 
pleteness of the study of the case. The dif- 
ferential diagnosis should include not only the 
surgical possibilities within the abdomen but 
also non-surgical abdominal conditions that 
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may give similar manifestations, and those 
acute diseases of the chest in which referre:| 
abdominal pain is a prominent sign. Amon 
such diseases may be mentioned intestin» 
parasites in children; tabetie crises in olde: 
people; and, as stated above, diaphragmati. 
pleurisy or a deep-seated pneumonia at an 
age. Even typhoid fever at times presents 
very real difficulty in differentiation. In man, 
vases a correct diagnosis is impossible at the 
beginning. If the condition is alarming a: 
the need for haste is urgent, one should n 
wait to make a definite diagnosis but shou)! 
immediately transport the case to the nearest 
hospital. Where the symptoms are vague bit 
disquieting and the need is not urgent, re 
peated examinations should be made at short 
intervals, watching the progress of the attack 
and seeking definite localizing signs. 


The clinical picture may change markedly in 
a few hours, New symptoms may develop; 
general symptoms may localize sharply to 
some one area; or the blood picture may un 
dergo a radical change. The responsibility in 
such cases is great, and the very life of the 
patient may depend upon the prompt recogn: 
tion of indications demanding immediate 
operative relief. The necessity, then, of close 
observation and repeated examinations is upon 
us. 

During this trying time between the onset 
of the attack and the appearance of diagnostic 
features, there are certain rules of practice 
that are axiomatic: 

First.—Keep the patient in bed. 

Second.—Avoid the use of any purgative. 
An enema is permissible, and in certain cases 
furnishes diagnostic information. 

Third.—-Withhold all food, allowine only 
water by mouth; or, in the absence of nausea 
and yomiting, fruit juices and broths. 

Fourth——Give only enough morphine to 
satisfy humanitarian needs, but not enough at 
any one time to mask the appearance of im- 
portant symptoms. Small doses repeated as 
needed are far safer. 

Fifth.—Persist at each visit in the search 
for symptoms or signs that will bring the diag- 
nosis out of the darkness of speculation into 
the light of certainty. 

Sixth—When the attack does not quickly 
subside, but remains stationary or increases in 
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severity, do not delay action for the sake of a 
definite diagnosis, In this case an exploratory 
operation will not only make the diagnosis 
clear, but may save a life. 


MEMORIAL MEETING OF THE NORFOLK 
COUNTY MEDICAL SOCIETY, TO 
HONOR THE MEMORY OF DR. 
HENRY R. CARTER, LATE ASSIST- 
ANT SURGEON-GENERAL, 

U. 3. P. 8. 3.* 





A Resume of Papers and Remarks. 


By B. M. BAKER, M. D., Norfolk, Va. 

Dr. Stanley H. Graves Was good enough 
io allow me to use the President’s Night as a 
isemorial to Dr. Henry R. Carter on November 
(),1925. There was a large gathering of medi- 
cal men and, in addition, forty or fifty of his 
old friends and patients who live in Norfolk 
honored us with their presence. 

It is with great pleasure I note the fact that 
no one whom I asked to take part in this 
meeting failed to accept, and in the most 
gracious manner, They were all willing to 
do their part, no matter what it might be, to 
do honor to this great man, They were such 
iuen as Dr. Hugh §. Cumming, Surgeon-Gen- 
eral of the U. S. Public Health Service; Dr. 
. S. Thayer, of the Hopkins; Dr. George 

. Young, of the U niversity of. Virginia; Dr. 
lomax Gwathmey, of Nor folk: Judge Thomas 
H. Willcox, of Norfolk, and I permitted my- 
self to say a few words. 

Dr. Cumming’s address was in the shape of 
«i most attractive and beautiful sketch of Dr. 
Carter’s life of service for the Government 
und as a great sanitarian. He reviewed fully 
the life of this great man, and his wonderful 
accomplishments. He said that— 

The two most notable things of his doings 
which stand out prominently and which were 
responsible for revolutionizing the handling 


and eradication of yellow fever and malaria 
were : 
First: In connection with yellow fever, he 


paved the way throwgh his contribution, “The 
Period of Extrinsic Incubation of Yellow 
Fever,”’—that is to say, through his suggestion 
it was later developed by others; that beyond 
question yellow fever was not transmitted from 
person to person, but that the mosquito was 

*Memorial meeting of the Norfolk County Medical Society, 
held at Norfolk, Va., November 30, 1925, to honor the memory 


of Dr. Henry R. Carter, late Assistant Surgeon-General, U. &. 
P. H. Service. 
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the medium through which it was transmitted. 

Second. It was in the field of malariology 
that Carter did his best work in the last 
twenty years of his life. At Roanoke Rapids, 
North Carolina, in 1913, he conducted, with 
conspicuous success, the first campaign for the 
control of malaria attempted in this country. 
He was one of the first investigators to invite 
attention to the effect of impounded waters, 
incident to the rapid development of water- 
power plants, on the prevalence of malaria, 
and he established certain principles on this 
point which are of far-reaching importance 
from both public health and economic view- 
points. 

During the World War he was in charge of 
the control of malaria in the extra-cantonment 
areas of the camps east of the Rocky Moun- 
tains. 

It is difficult to say which of his two great 
pieces of work, the suggestion and institution 
of precautions to be taken at the ports of de- 
parture, which Kitasato described as the great- 
est advance in maritime quarantine since the 
days of Venetians, or his work in the ex- 
trinsic period of yellow fever, has done the 
most good for commerce and public health. 

Great, however, as were his professional 
achievements, I believe that his most far- 
reaching work was in the inspiration and 
guidance which he gave all fellow officers, and, 
in fact, all with whom he was thrown in per- 
sonal contact. I cannot do better than quote 
Dr. M. E. Connor, director of the International 
Health Board’s yellow fever in Central 
America: 

“With the passing of Dr. Carter the medi- 
cal profession loses a foremost epidemiologist 
and one of its keenest intellects, the field of 
preventive medicine an intelligent advocate. 
He possessed vision and courage, a profound 
understanding of human nature, and a wide 
knowledge on many subjects. He had so much 
to give and gave of it so generously that all 
who came to him were well rewarded; while 
his only reward appears to have been the sat- 
isfaction of knowing that he had encouraged 
men to a belief in themselves and their work. 
His mind was always open, tolerant. and en- 
quiring. 

“To Dr. Carter we are indebted for the 
present method of eradicating yellow fever 
from communities through the reduction of 
the Aedes aegypti by attacking this insect in 


work 
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its aquatic stage of development, and for many 
of the short cuts in the practical application 
of these measures, I once saw him in a foreign 
country combating yellow fever, acting as an 
inspector, directing the work over a large 
area, and paying the salaries and other ex- 
penses out of his own funds as the government 
had no funds and no prospects of any for 
some time. He did this and saved the lives 
of many who otherwise would have died. He 
loved to help others.” 

Certainly after such an active, full and suc- 
cessful life of accomplishments, Carter could 
have felt justified in feeling entitled to a life 
of comparative ease when he reached the age 
of 60. In fact, when he was relieved from 
duty as Director of Hospitals in Panama, his 
health was exceedingly bad and he would have 
been justified in asking to be retired. In his 
own mind his work had largely been done, but 
some of Carter’s most important and far-reach- 
ing work has been accomplished in the last 
fifteen or twenty years, both as a Service Officer 
and since his retirement, in his connection 
with the International Health Board of the 
Rockefeller Foundation. While in the latter 
capacity, he served as a member of the Board's 
Yellow Fever Commission, headed by Gorgas, 
and did much to assist that organization in its 
eradication of yellow fever throughout the 
world. As Sanitary Advisor to the Peruvian 
Government in 1920 and 1921, he did splendid 
work in bringing under control a severe epi- 
demic of yellow fever in that country. 

Dr. Thayer’s theme was “AFFECTIONATE 
PrersonaL REMINISCENCES.” 

It is with great regret that I have to tell 
you that Dr. Thayer was unable to do more 
than give one of his attractive extemporaneous 
short talks. not having had time for prepara- 
tion of anything more. 

I have. however, taken from the Johns TIop- 
kins Bulletin the following: 

“Twas my happy fortune to have known 
Dr. Carter for more than thirty years. He was 
a rare figure. Gentle, considerate, wise and 
learned, he was the urch-type of a gentleman 
and a scholar, But he was more than this: 
modest. simple, clear-eyed, and clear-headed, 
he was one of those rare men who saw; who 
saw accurately and described clearly that 
which he saw. A mind unbound by habit or 
tradition or prejudice, free and open to bal- 
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ance impressions, with a power of perceptic 
and judgment keen and ready to grasp t! 
kernel of truth behind its baffling mask. TH 
was not only a gentleman and a scholar, he y 

a seer. 

“The freshness of his mind, his devotion 
his studies and his enthusiasm were quite w 
touched by the cruel physical disabilities fro: 
which he suffered during the latter years 
his life. 

“T can see him now as I saw him last sw 
mer, in his bed where but a few days bef 
he had been at death’s decor, surrounded 
his books, talking. as charmingly and as « 
gagingly of his work and his projects as 


S 


the days of his physical strength. 

“To such men naturally come those 
plements necessary to fill out their lives and ¢ 
round out their undertakings, and, thanks 
his lovely and devoted daughter, he was al 
in great part to finish the work to which t! 
energies of his last years were devoted. ‘Th 


loss is sad, but the memory ts lovely and i 


spiring.” 

Dr. Young spoke on his association wit 
him in the Public Health Service during man 
vears: 

“On one of Dr, Carter's numerous yello 
fever campaigns, he was trying to make his 
Way ‘cross country’ through a network of loca 
‘shot-gun’ quarantines when he was held wy) 
by a quarantine guard. With that marvelo 
capacity for adjusting himself to the intel! 
gence of his auditors that amounted to a pos 
tive genius for human associations, Carter en 
gaged the guard in a discussion of the ethics of 
‘shot-gun’ quarantines generally, The pair sat 
down and talked it over. Then the guard led 
Carter to where his three associates were seated 
around a camp fire and thus introduced him: 
‘This here is Doc. Cyarter, He hey more sense 
fur a quarantine man than any one I ever see! 
Carter gained his point and was allowed to 
proceed. 

“The incident is typical. By adapting hi: 
methods to the necessities of the case, and be- 
cause he had more sense than most ‘quarantine 
men,’ Carter went through his career master- 
ing difficulties and overcoming opposition. 

“He was a most unusual personality. He 
was fully alive to the supreme importance ot 
the work he had done, but absolutely indiffer- 
ent to the idea of rewards or recompense. At 
the same time, he sincerely appreciated the 
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acknowledgment of his services by those com- 
petent to have an opinion. 

‘I fear it is quite impossible at the pres- 
ent time to properly set the stage so as to pro- 
vide a background for his achievements, To 
rightly appreciate what he did for his beloved 
Virginia, all of the Southern States, and the 
ereat countries to the South of them, you must 
emember the state of things in the middle 
~eventies, Hardly more than a decade had 
passecdl since Appomattox. The whole South 
vas struggling painfully to its feet and needed 
ihove all things an opportunity for the un- 
interrupted development of natural resources. 
But almost yearly came the alarm from some- 
where in the South, ‘vellow fever’! Almost 
over night business was interrupted, commer- 
cial intercourse was largely suspended. Ports 
were closed and even the mails passed with 
difficulty. Community was quarantined against 
community and gave expression to their terror 
by quarantine activities and by senseless rul- 
nes, many of which would arouse our laughter 
now, but which were matters then of a tragic 
significance. 

“The men who fought tirelessly and cour- 
ageously to change these conditions are mostlv 
dead and forgotten now. Carter was one of 
the chief of these—perhaps the greatest of 
them. But who among the millions in our 
Southland and abroad, who goes about his 
husiness without interruption, thinks of the 
debt he owes to this man? The real estate 
men who are engaged in exploiting Florida 
at the present time would be surprised to learn 
that but for the little pamphlet into which 
Carter condensed the results of twenty years 
of effort and study, the unnumbered pages of 
their advertising campaigns could never have 
seen the light. 

“His career falls naturally into four periods: 

“First, as a quarantine officer, when through 
study and experiment he was seeking and find- 
ing methods for improving the technique of 
his occupation. 

“Second, as an administrator, working out 
the larger problems of local and_ inter-state 
quarantine, passing on to the still larger prob- 
lems of Cuba and Panama. 

“Third. the time when, the yellow fever fight 
having been won, he turned to the solving of 
the malarial problem, created by the rapidly 
increasing hydro-electric installations of the 
South. 


“Fourth, the few years when his 
achievements were more fully recognized, and 
he was employed as an international sani- 
tarian, called to the aid of some of the South 
American countries. 

“He had the most self-sacrificing sense of 
what he felt to be his duty. When he had just 
come through a zone supposed to be infested 
with submarines, he described his feeling on 


great 


being ordered to keep his stateroom dark and 
to take other precautions, ‘Of course, I did 
as I was told, but I could not but think we 
were missing a great opportunity. There was 
a Major General on board, and some Colonels 
and other dignitaries, and T have a certain 
amount of prominence, so T couldn't but think 
as IT lay in my bunk, how, if the Germans 
would just torpedo this ship, it might inspire 
the United States to get into the war, T would 
have gladly gone for that.’ 

“He was fully sensible of the importance of 
rank in the transaction of human affairs, but 
had a whimsical sense of proportion about the 
use of its insignia. During the war he was 
examining some swampy areas near Norfolk 
and came to my house to dinner looking as only 
Carter could look after some days of such 
work. He was in uniform, but his rank in- 
slenia His explanation was 
characteristic: ‘The eagle is a noble bird. He 
soars aloft. He doesn’t wade through swamps. 
So, when I have to wade through swamps I 
put my eagles in my pocket.’ 

“Those who knew him best love to recall his 
gentle humor in recounting innumerable 
stories of his adventures, and of his hair- 
breadth escapes, for he faced real dangers with 
an equanimity that nothing could disturb. 

“He was so human; so just, but yet so chari- 
table in his judgment of others, unless the mat- 
ter involved the honorable discharge of some 
duty, the neglect of which imperied others. 
Then he could be ruthless. 

“His achievements are a part of the Sanitary 
History of the past forty vears, but those who 
knew him best almost forgot their admiration 
for the sanitarian in their affection for the 


were missing, 


man.” 

Dr. Gwathmey’s subject was “Dr. Carrer’s 
Retation tro Norrotk Docrors anp THe 
PATIENTS AS A CLINICIAN.” 

“At Dr. Baker’s request, I 
some memories of a cherished friendship with 
a well-beloved confrere, who, in the early days 


« 


gladly recall 
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of our struggles with inadequate facilities, by 
word and deed encouraged high professional 
ideals. 

“Dr. Carter came into my life at the forma- 
tive stage, when the many present facilities for 
accurate work were lacking, and when there 
had to be concentrated in one man many of 
the diverse attributes now disseminated among 
groups of workers, For, while we collectively 
knew less, we individually had to know more. 
The surroundings in those days were quite dif- 
ferent from the present day hospital environ- 
ment; one must visualize a hospital without 
nurses, laboratory facilities, anaesthetists, and 
the many present conveniences, to appreciate 
the part in the community life Dr. Carter came 
to occupy. 

“He lived in one wing of the hospital with 
Mrs. Carter and the small children, and oper- 
ated his wards in the same wing. His activi- 
ties, however, extended over the entire hos- 
pital, for every one soon learned to call on him 
for all kinds of advice and assistance, This 
aid he gave freely, cheerfully, and with such 
simple kindliness that it never seemed to carry 
a bestowal of a favor or the thought of a re- 
ward. 

“Medical problems were all too often rele- 
gated to a controversial determination, lacking 
positive methods of diagnosis, and to such ar- 
bitrament Dr. Carter brought a disinterested 
opinion, presented in such simple, kindly 
fashion, that it could not fail to benefit both 
medical men and _ patients. 

“While his most notable achievements were 
in the field of sanitation, yet in Norfolk his 
work was mainly clinical in character, and to 
this work he brought his ever-abounding 
energy and logical mind. 

“I think we may truthfully say of his men- 
tal and physical activities that he was the 
embodiment of what Osler called the master 
word in medicine— Work.’ 

“His alert mind and body seemed ever on 
the go, seeking always for knowledge and for 
the wisdom to employ it—an abounding energy 
loosed in a limitless world of knowledge. 

“So quietly and unobtrusively did he go 
about his duties that his self-effacement ap- 
peared as diffidence; nevertheless, he never 
lacked firmness or courage or failed to take 
a positive stand when he felt it to be justified 
by the facts. Courage was undeniably one of 
his outstanding qualities, 7, e., trve courage, 
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admitting his errors and failures freely and 
seeking counsel and advice from any quarte: 
It was this courage and quality of lookin 
things squarely in the face that made him th 
factor that he was in our community life, an 
gave to the younger men who knew him 
better standard of the medical man; the scie: 
tist who always seeks the truth. 

“Knowing his own limitations in technica 
execution, he freely used the younger men 
hands to carry through to successful conclu 
sion procedures which his presiding geniu- 
evolved, never apparently taking credit fi 
his own and greater part in the work. 

“Looking back over these many years, wit!) 
other crowding memories of fine professiona| 
men with whom I have had the honor to serv: 
there appears no one to whose character build 
ing qualities I can pay more earnest tribut: 
than to Dr. Carter’s. 

“I had the honor of his confidence in at 
tendance on his family and in consultation 
with his affairs even after the late war. Un 
der stress and trouble he never flinched, and 
even in the most trying ordeals of his love: 
ones his courage was always the same. 

“Of his kindness and sympathy with physi- 
cians, much could be said. Suffice it to recount 
one small incident. We were operating for a 
kidney stone on a doctor’s brother, localization 
uncertian; failure seemed imminent when un- 
expectedly the small stone was discovered. | 
shall never forget his heart-felt, thankful. 
reverent ‘Thank God’ for his brother’s sake. 

“Tt has been said, ‘The business man seeks 
to make money, the laboring man labors to 
make a living, and the professional man strives 
to make a life Dr. Carter did just that.— 
made character in all his contacts. 

“Of him we can say in all sincerity what 
Robert Louis Stevenson said of the physician. 
‘There are men and classes of men that stand 
above the common herd,—the soldier, the 
sailor, and the shepherd not infrequently; the 
artist rarely; rarer still the clergyman; the 
physician almost as a rule. He is the flower 
(such as it is) of our civilization; and when 
that stage of man is done with, and only to 
be marvelled at in history, he will be thought 
to have showed as little as any the defects of 
that period and most notably exhibited the vir- 
tues of the race. Generosity he has, such as 
is possible to those who practice an art, never 
to those who drive a trade; discretion tested 
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by a hundred secrets; tact tried in a thousand 
embarrassments, and, what is more important, 
Herculean cheerfulness and courage. So that 
he brings air and cheer into the sick room and 
often enough, though not so often as he wishes. 
brings healing.’ 

“I lay this homely wreath with reverent 
lands to the memory of the simple, kindly, un- 
-elfish friend, the perfect gentleman, the great 
physician.” 








Judge Willcox, in giving a layman’s esti- 
mate of him while he was in Norfo!k, said: 

“He was a distant relative of mine, but he 
was more; he was my friend. 

“He and his family lived in quarters at St. 
Vincent’s Hospital, and they influenced the 
atmosphere of the whole place and made bet- 
ter each person with whom they were thrown. 
Every one loved and admired him, and no one 
was too small for him to stop and listen to. 
He was ever ready to help and to cheer and 
expected no pay. Gladly did he give, and he 
had that to give few men possessed. He 
brought cheer and confidence whenever with 
a patient. On Sunday, whenever possible, he 
was found with his family at dear old St. 
Paul’s Church. 

“May I thank you for giving me this oppor- 
tunity of being one of this great gathering of 
medical men and lay friends to do honor to 
Dr. Carter, who was in every sense lovely, and 
to whom honor was justly due. His life must 
surely have been a great inspiration to the 
members of this noble profession of which he 
was a member.” 


Dr. B. M. Baker’s remarks referred to Dr. 
Carter “As a Frtenp.” 

“Tllustrative of his simplicity and guileless- 
ness during the time of a visit to my house of 
this great man, Mrs. Baker was narrating to 
him the difficulty she was having with our 
daughter and her mathematical problems, when 
Dr. Carter broke in and said he had had a 
similar time with one of his children, and that 
he had just stopped her arithmetic tempo- 
rarily because, after all, no one could solve the 
present day arithmetic problems which mostly 
ran like this: ‘If the age of the conductor of 
a train is 49, the brakeman’s 38, the engineer's 
27, what is the age of the fireman?’ 

“Then, further, I would say that during the 
late war, late one afternoon, the Doctor was 
coming out of the gate of one of the big camps 
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of which he was in charge, when an old man 
and wife stopped and asked him if he would 
tell them where their son Bill Jones was, and 
he, knowing they would never find Bill Jones 
by themselves in that crowd of 5,000 boys, took 
them in his auto and carried them back and 
found Bill Jones. Here Mrs. Baker remarked, 
“Dr. Carter do you know that you are perhaps 
the only officer of your rank in the United 
States Army who ever did such a thing.” 

“During a social visit of my son to one of 
the greatest physiologists in the world, the con- 
versation touched on the standing, etc., of Gov- 
ernment officials (The Medical Corps), and my 
dear boy, then at Oxford University, told the 
story of Dr. Carter—just read. In reply to 
Ben’s story, this great man dropped his chin for 
a second and then raised it, saying as he did, 
‘Yes! Yes! fine!’ and a large tear was seen 
to roll down either cheek. 

“Tllustrative of the man himself as I knew 
him, I know no better way of setting it forth 
than to read you, in his own words, a letter 
which came to me just about a year before his 
death, as follows: 

“My Dear Ben Baker: 

‘It was a pleasure to get your note of the 
18th instant, received yesterday, and [ couid 
almost see ‘Miss Baker’ (my daughter at five 
years of age) telling her ‘little tory ‘bout me.’ 

‘I knew that your son was at Oxford. I 
wrote you when he received the scholarship. 
From Osler’s account, there were far better 
places to study medicine than Oxford at the 
time he went there as Regius Professor. He 
was trying to introduce changes in both method 
and curriculum when [I last saw him. 

‘Yes, I am down and, but for Laura, would 
be out. I retired; went on the retired list on 
May 5, 1920, at the end of 41 years of active 
service. I was due the previous year, but, was 
kept on, on account of the war. I went then 
to Peru (indeed, went down in February on 
leave on that pay status) and stayed there as 
Consultor Sanitario for 22 months—substitut- 
ing for General Gorgas (at his request) until 
his death, and then afterwards in charge for 
the Peruvian Government of a rather extended 
epidemic of yellow fever and a larger, but less 
intense, one of plague. 

‘Last- Fall I was doing some work for the 
Aluminum Company of America, making a 
malaria survey of a large pond of one of their 
hydro-electric plants in North Carolina, when 
I had an attack of angina pectoris and lay 
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13 hours under a dogwood bush before I could 
get any nitro-glycerine. This was the 3rd day 
of August and I stayed in the hospital, there, 
(Bodin, N. C.) until October 8th, having two 
other attacks in the interim; thence to Hop- 
kins where [I stayed until November 15th; 
thence over here, where I was confined for 
three and a half months to bed, and then to one 
floor to July 10th. Then I went to Kingston, 
Jamaica, to attend the Conference of Tropical 
Medicine and Hygiene there; thence, on my 
return trip, to Panama, where I spent two 
weeks at my old ‘stamping ground,’ thence 
home via Carthagena, Star Marta and Havana, 
getting back September 8th. 

‘I stood the trip well, was carried aboard 
ship in a chair, as I had to give a promise not 
to go up more than 3 steps. But once aboard, 
I minded the ship no more than IT would a 
hotel, although we caught the tail end of a 
hurricane, on our return, off Cape San 
Antonio. 

‘T am down and can do no more field work, 
and, but for Laura’s help, could do no more of 
any kind. Tam, since January 22nd, supposed 
to be writing a History of Yellow Fever for 
the International Health Board (Rockefeller 
Foundation), but have been able to do very 
little on it since my attack. I have about 25 
pounds of notes still to write up, but, in addi 
tion, have to go to the Congressional Library 
for data lacking from time to time. This T 
could not do at my former quarters, because 
I was on the 3rd floor and with no elevator. 
Here we have an elevator and I can get in and 
out, and, with a taxi, can get to the Library. 
No one save a member of Congress, a head of 
a Department, or a newspaper man can take 
books out of the Library, but they, too, have 
an elevator and T can read there, I am pro- 
posing to begin there again about October 
15th. I will not live long enough to complete 
the book, I was 73 on August 25th, but if I 
can hold on for 6 months longer, even as I 
am (I have ‘let down’ mentally, I think, a 
good deal and am on the watch for senility, 
as are both Laura and a medical friend of 
mine), I should be able to complete Section 3 
thereof—The Place of Origin of Yellow Fever’, 
If J can finish this rightly and finally, so that 
no one. else will have to repeat my research, 
it will content me and be worth doing, The 
next man can then begin where I left off. 

‘It is not only with past things I have been 
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occupied, however, I am consultant for tly 
I. H. B. in all matters connected with Yellow 
Fever work. You know they have under 
taken a campaign to eliminate, if possibie, th 
infection from the earth. This is a magnifice: 
conception and, while I will not live to see 
done, yet there is a fair prospect of its succes 
and I thank God and am proud that [ hay 
had a hand in its inception and have born 
my part in the work of its institution, [i 
for the problems that Africa sets us, I wor 
have written ‘certainty’ in place of ‘fair pro- 
pect’ above. I offered and wanted 
mended myself) to take charge of the work | 
West Africa, when I got back from Sout 
America in 1922, but was not accepted on a 
count of my physical condition, I judge that 
it would ‘have killed me, but, if I could hay 
had 12 months’ life there, or even 9 months’ 
it would have been worth two men’s liv 
However, I can still help a little, especial! 
since I have quizzed old Sir James Fowl 
Stepbins, Alfred, Horne and Le Fann (al! 
West Coast of Africa men) at Kingston. | 
would, however, give everything I have, ex- 
cept my immortal soul, if I could spend th: 
next 3, or even 2 years, in the Gulf of Guinea 
from the Gold Coast to the Mouth of Th 
Congo. 

‘IT am very ungrateful, however; a man who 
has been able to do field work to within 2! 
days of his 72nd birthday, and wor! of somé 
value, though less after his 73rd, surely can 
not complain that the Good Lord has not given 
him time enough on earth to do all required 
of him, or all that he could claim that he hai 
a right to do, and 7 am thankful and grateful. 

‘One thing only: I have the highest respect 
for the late David, born of Jesse, as a poet an! 
a pious one, but he is all wrong when he says 
that a man’s life after 70 is ‘labor and sor 
row.’ I confess that I have been handicapped. 
since 67, by a sano-iliae relaxation, and, since 
72, by my heart. Yet, leaving out three months 
and a half when I lay with a raised part of 
the bed and in pain from time to time, there 
have been few hours of the day—six days a 
week—that I did not fill with something in- 
teresting and sometimes useful. [I have no 
kick coming, except against Washington land- 
lords. I pay $175.00 for this apartment, four 
rooms, unfurnished, of which, I 
$75.00 is for the elevator, as I paid nearly 
$100.00 for the previous one. If I am living 
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after Section 3 is finished, I will leave Wash- 
ington and go to Charlottesville, or some such 
place. At present I must have access to the 
Congressional Library. 

‘The Rockefeller people tell me I should 
have begun the History earlier. I could not 
have done so and cleaned the West Coast of 
South America, Peru and Ecuador, of yeliow 
fever. My fundamental error was in being 
born in 1851 instead of 1872. This, alas, was 
irremediable. 

‘I am, however, content in the life I have 
had, and thank God for the opportunities and 
the inclination he gave me to do work use- 
ful to other men. 

‘This is rather a crazy letter, and you will 
think I am alittle senile. It is surely garru- 
lous enough, but I have not written to an old 
friend for so long, that this should be a par- 
tial excuse for it. 

‘Commend me to Mrs. Baker and to Mrs. 
Waller, that was my little ‘Miss Baker’ (Helen 
was her name), and to Gwathmey and to old 
Feild. Take much love to yourself, whom I 
have always held as especially my four-fold 
friend—nay, friend with a capital F. 

Very sincerely your friend, 
H. R. Carter. 

‘To paraphrase a much greater man, ‘You 
see how long a letter I have written you with 
my own hand.’ I really did not intend to write 
such ‘a long letter and, here, ask for forgive- 
ness, Bm. en” 

Following the above papers and remarks, 
the Norfolk County Medical Society adopted 
the following preamble and resolutions: 

It is with real sorrow that we learn of the death 
of this great man—scientist, soldier and physician 
of profound ability. Especially was he learned in 
the line of Public Health work in which he is too 
well known to need further comment. Such men 
are rare indeed. He combined qualities of virtue 
and worth, and unselfishness should be put at the 
head of them. 

In his desire to serve and to bring out the truth, 
he utterly forgot self and knew only to live a life 
for others, little knowing or caring what it cost of 
personal sacrifice. He had the keenest insight into 
a given difficult problem put before him of any phy- 
sician we were ever thrown with unless, perhaps, it 
was Dr. Osler. 

Lastly, a description of Dr. Carter might be 
summed up by saying that he was a great man with 
a large heart and an expansive brain. 

He thought only of high and noble things, for he 
was too big even to consider the small and ignoble 
ones. God was his guide and comforter, and he 


turned to Him always when in need of help. Surely 
those of us who knew him best knew what his faith 
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was, and how often he was called upon to exercise 
it, for surely this godly and simple man had his 
dark and sad hours. 
“Now the laborer’s task is o’er; 

Now the battle day is past; 
Now upon the farther shore 

Lands the voyager at last. 
Father, in thy gracious keeping 
Leave we now thy servant sleeping.” 
memorial meeting adopted the following: 

Resolved, That in the death of such a man, the 
whole world is the loser, his associates a faithful 
and valued friend, his profession and the people at 
large a power of strength almost irreparable, and his 
family a loving guide and comforter. 

Resolved, further, that we make mention of him 
in our minutes, and that a copy of these resolutions 
be sent his daughter and published in the Virginia 
Medical Monthly. 


Proceedings of Societies 


The Southside Virginia Medical Association 
Held its regular quarterly meeting in the 
new Hotel Wyanoke, in Farmville, on June 
Sth, with a large attendance. A very interest- 
ing program was rendered and all papers were 
freely discussed, The visiting doctors were 
given a luncheon at the home of Dr. T. G. 
Hardy. The meeting adjourned to meet in 
Petersburg on the second Tuesday in Septem- 
ber. Dr. F. C. Rinker, Norfolk, is president, 
and Dr. R. L. Raiford, Sedley, secretary 
The Nelson County Medical and Surgical 
Society 


The 


Met at Lovingston, Monday, May 24th. Dr. 
D. C. Wills, the president, presided. It was 


decided that the society would meet hereafter 
at Shipman, on the second Tuesdays in May, 
July, September and November. 

Several resolutions of interest to the local 
profession were passed. One of interest to the 
public was a resolution commending Dr. W. 
M. Tunstall to the Governor for appointment 
to the Board of Visitors of the University of 
Virginia. After an informal discussion of in- 
teresting cases, the Society adjourned to meet 
at the New Shipman Hotel, Tuesday; July 
13th, at 11 A. M. Those present were: Doc- 
tors Wills, Kidd, Tunstall, Meeks, Everett, 
Randolph and Thaxton. 

J. F. Toaxton, Secretary. 
The Norfolk County Medical Society, 

At its annual meeting on June 7th, elected 
Dr. J. Warren White president, and Dr. N. 
G. Wilson vice-president for the ensuing year. 
Dr. Lockburn B. Scott was re-elected secre- 
tary-treasurer, All three officers are of Nor- 
folk City. 
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Correspondence 


Dr. Brickner’s Article on “Attenuated Bone 

Infections.” 

New York, N. Y. 
June 1, 1926. 
To rHe Eprror: 

Among the “Original Communications” in 
the May, 1926 issue of the Viretni1a Mepicar 
Monruty is an article, page 115, on Bone In- 
fections published as “By” Dr. Alonzo Myers, 
Charlotte, N. C. With the exception of two 
interpolated paragraphs on page 116, the en- 
tire article is taken bodily from a paper I read 
before the American Medical Association last 
vear, which appeared in the Journal of the 
A. M. A., December 5, 1925, and of which I 
enclose a marked reprint for your comparison. 
My opinions, my methods and even some of 
the cases I referred to, appear in this article 
as though they were Dr. Myers’ (in one of 
these cases the sex was deliberately changed 
but not another detail of the description). 

The two interpolated paragraphs above re- 
ferred to are taken bodily from Dr. Fenwick 
Beekman’s discussion of my paper, which also 
appeared in the Journal of the A. M, A., De- 
cember 5, 1925, p. 1787. Cases referred to by 
Dr. Beekman are made to appear in the Vir- 
Gtnta Mepicat Montury as though they were 
cases of Dr. Myers’ (the reference to Bellevue 
Hospital being omitted). 

From the beginning to the end of this article 
published under the name of Dr. Myers, the 
only lines that are original are the half dozen 
on page 116, in which it is stated that he served 
thirty-four months under Dr. Joseph Blake in 
the French-American Orthopedic Hospital in 
Paris, and in which it is intimated that the 
matter following this statement bears upon 
methods employed by Dr. Blake. 

While all the rest of the article is copied al- 
most verbatim from my published paper and 
Dr. Beekman’s published discussion, a few 
changes in phraseology are made here and 
there—which quite precludes the possibility of 
any defense that it was intended to quote us. 
Nevertheless, I am sending a copy of this let- 
ter to Dr. Myers in order to give him an op- 
portunity to make any possible explanation be- 
fore I take further steps in this matter. 

In fairness to yourself and for the sake of 
your Journal you will, I presume, publish this 


VIRGINIA MEDICAL MONTHLY. 





[July ‘ 


letter, or the substance thereof, in your next 
issue. Will you kindly send me a marked 
copy. Watrer M. Brickner. 


A comparison of the article, by Walter M. 
Brickner, M. D., of New York, entitled “At 
tenuated Bone Infections,” published in 7’) 
Journal of the American Medical Associatioy 
December 5, 1925, page 1782, with the pape: 
published by the Viretnta Mepicat Monrary 
May, 1926, page 115, entitled “Bone Infec- 
tions,” by Alonzo Myers, M. D., F. A. C. S. 
Charlotte, N. C., shows the most astonishing 
reproduction of a large proportion of D: 
Brickner’s paper by Dr. Myers, with no sign 
of credit or acknowledgment to Dr. Brickner. 
The literal use of Dr. Brickner’s words, para 
graph by paragraph, with only slight modifi 
cation, is an action of serious reflection upon 
the journal of the Medical Society of Virginia 
and its readers, as well as a flagrant misappro 
priation of Dr. Brickner’s labors and published 
contributions. The paper submitted by Dr. 
Myers, although it had been typewritten, prac. 
tically reproduced Dr. Brickner’s article, bu 
gave him no credit whatever as its author. 

Dr. Myers, after receiving copies of letter- 
sent the Viretnta Mepican Monrutiy by D1 
Brickner, calling attention to this breech o! 
ethics, submits an explanation, which, to sa) 
the least shows that Dr. Myers is wanting in 
the high obligation that an author owes to th: 
publisher and to the reader. He apparentl\ 
took Dr. Brickner’s article in The Journal o/ 
the American Medical Association and scrib 
bled obscure notations in pencil on the mar- 
gins, had the article typed and sent to this 
journal as original. According to Dr. Myers. 
the stenographer was at fault. The “proof,” 
returned to the Viretnra Mepicat Monruty by 
Dr. Myers, however, gave no evidence that the 
material submitted was written by another, and 
was marked “O.K.” and signed “Alonzo Myers. 
4/28/26.” 

The Viretmnta Mepican Monrutiy regrets 
that it is necessary to make this public con- 
demnation of Dr. Myers’ conduct. To remain 
indifferent or silent, after becoming cognizant 
of such action, would make us as guilty of mis- 
conduct as we feel Dr. Myers has been.—(£d.) 

In order that our readers may see for them- 
selves the wholesale misue of Dr. Brickner’s 
article, we give photostats of several para- 
graphs. 
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The products of pyogenic infection of a bone are: 
suppuration, periostitis, bone destruction and bone 
production. . ; 

New bone production, usually with increased density 
and thickening, is a reparative, reconstructive process. 
It requires no treat- 
ment, except in efforts 
to preserve bone length 
and, sometimes, to cor- 
rect deformity. 

Periostitis in itself 
also rarely demands any 
surgical attack. It is a 
part of the inflamma- 
tory process, and it 
subsides with the sub- 
sidence of the bone 
infection. 

Bone destruction is 
the important patho- 
logic process in chronic 
osteomyelitis—a necro- 
sis that goes on, often 
over a period of years, 
to the production of 
sequestrums of various 
sizes. This necrosis is 
associated with, and is 
the essential cause of, 
continued suppuration 
and, often, sinus for- 
mation. When these 
sequestrums are ex- ‘ ; . 
truded or removed, the ,yFit..4,(G2* fiz Chronic medullary 
sinuses usually close soft-part swelling, three years after 

¢ . healing of a compound fracture. The 
and the suppuration centripetal growth of compact bone in- 
ceases completely, un- ——— the medullary cavity may be 
less some undetached 
bone is still undergoing necrosis, or until the atten- 
uated infection in the bone initiates a later cycle 
of necrosis and sequestrum formation. The recogni- 
tion of this relationship between bone necrosis and 
suppuration, in chronic osteomyelitis, establishes, it 
seems to me, two important principles in its surgical 
therapy : 

The first of these is that one should wait until a 
sequestrum has actually formed before operating on 
the bone. One should provide, if need be, adequate 
drainage through the soft parts; but if there is no 
actual sequestriim present, he should delay further 
procedure until 1t has developed. In stich cases roent- 
genography at intervals is, of course, very helpful; 
in most instances the number, size and location of 
sequestrums are thus revealed. To chisel away more 
or less necrotic bone before there is a complete seques- 
tration is not a good practice, though a common one; 
it is an operation in which, in the nature of things, one 
does too much or too little. 

The second principle, also more honored in the 
breach than in the observance, is to content oneself, 
for the time being, at any rate, with the removal of 
the offending sequestrum or sequestrums. Very often, 
in spite of overhanging bone, this may be all that is 
necessary to effect not only ¢essation of suppuration 
but also definitive healing: 

x K * 
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BONE INFECTIONS. 

By ALONZO MYERS, M. D., F. A. C. S., Charlotte, N. C. 

The results of pyogenic infection of a bone 
are: 

1, New bone production, usually with in- 
creased density and thickening. This is a repa- 
rative, reconstructive process, It requires no 
treatment, except in efforts to preserve bone 
length and, sometimes, to correct deformity. 

2. Periostitis, This rarely demands any sur- 
gical treatment. It is a part of the inflam- 
matory process, and subsides with the subsi- 
dence of the bone infection. 

3. Bone destruction and suppuration are the 
important pathologic processes in chronic osteo- 
myelitis—a necrosis that goes on, often over a 
period of years, to the production of seques- 
tra of various sizes, This necrosis is asso 
ciated with, and is the essential cause of, con- 
tinued suppuration and, often, sinus ‘forma- 
tion. When these sequestra are extruded 
or removed, the sinuses usually close and the 
suppuration ceases completely, unless some 
undetached bone is still undergoing necrosis, 
or until the attenuated infection in the bone 
initiates a later cycle of necrosis and seques- 
trum formation. 


The relationship between bone necrosis and 
suppuration establishes two important prin- 
ciples in the surgical care: 

The first of these is that one should wait 
until a sequestrum has actually formed before 
operating on the bone. One should provide, if 
necessary, adequate drainage through the soft 
parts; but if there is no actual sequestrum 
present, he should delay further procedure 
and check sequestra development by means of 
the X-ray. To chisel away more or less necro- 
tic bone before there is a complete sequestra- 
tion is not a good practice, though a common 
one. 

The second principie is to content one’s self, 
for the time being, at any rate, with the re- 
moval of the offending sequestrum or seques 
tra. This may be all..that is necessary to 
effect not only cessation of suppuration but 
also definite healing. 
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mined and until the field is more nearly aseptic. To 
effeet cessation of suppuration, the removal of the dead 
bone is much more important than the removal of 
overlying healthy bone: In spite of preconceived 
notions, it is by no means always necessary to remove 
bone over the length of a suppurative process (to 
which I shall advert again), and probably all surgeons 
have sometimes seen bone cavities heal over, after 
sequestrectomy, without removal of their sides, and 
have even occasionally observed the phenomenon of 
a large bone defect healing by granulations. 

I quite appreciate, and, I too have often yielded to, 
the temptation to perform an extensive osteotomy in 
these cases of chronic osteomyelitis with sinuses, sup- 
puration and one or more sequestrums. One hopes by 
chiseling and scraping away to a solid column of 
so-called healthy bone to eradicate the disease process 
at once and to effect a prompt and permanent wound 
closure. How often such hopes are disappointed! 
Every chisel stroke, every scrape of the curet is an 
invitation to fresh sequestrum formation; and the 
extensive osteotomy often serves to delay rather than 
to hasten the cure. 

I quite appreciate, too, the importance of the shallow 
bone trough to afford an opportunity for contacting 
with the overlying soft parts. This is an accepted 
mechanical principle, which has, however, been made 
a fetish. Too often, I think, surgeons insist on at 
once removing, often extensively, ledges of healthy 
bone in cases of chronic osteomyelitis, when a simple 
sequestrectomy might serve as a primary operation. 
I believe it is better to delay the plastic osteotomy until 
its necessity and its extent are more definitely deter- 


* ex pro 


intern I was taught, and for several years I continued, 
to chisel away the cortex and cancellus over the full 
extent of the medullary suppuration (often the entire 
length of. the diaphysis) and then vigorously to scrape 
out the medullary cavity, thus taking away its sur- 
rounding cancellous bone. I am sure that the latter 
step, especially, is a very bad practice. The marrow 
pus can be adequately removed by far gentler means. 
The cancellus is important for bone regeneration and 
should be preserved as far as possible. As T. Wingate 
Todd‘ of Cleveland has said, “Cancellous tissue 
must be conservatively dealt with and under no cir- 
cumstances removed entirely. It is the bone abscesses 
which are ‘thoroughly’ curetted out so that only the 
compact shell remains which result most disastrously 
from the point of view of healing. Especially is this 
the case in those instances in which pure carbolic 
swabbing is used to finish the destructive work of the 
caret John Fraser * of Edinburgh also protests 
against the common practice of scraping out the bone 
in acute osteomyelitis.® 

I have, indeed, been getting away from free osteo- 
tomy in acute osteomyelitis. I believe that one can 
accomplish his purpose equally ‘by making’ drill holes 
of sufficient size and number, through which the medul- 
laris can be drained. That intervening corticalis may 
necrose is. not important; extensive necrosis may also 
occur after the free osteotomy. [Jn a case of fulminat- 
ing osteomyelitis of the humerus“and staphylococcemia 
in a little girl, I made a drill hole at the upper and 
one at the lower end of the diaphysis, and removed the 
suppurating medulla by means of a strip of gauze 
passed on a probe from one opening to the other. The 
child made an excellent recovery. A sequestrum 
formed at each drill site, and when these-were removed 
definitive healing took place. As compared with osteo- 
tomy the full length of. the humerus, this child was 
spared prolonged hospitalizati extensive scarring 








4. Todd, T. W.: The Réle of Cancellous Tissue in Healing Bone, 

Ann. Surg. 72: 452 (Oct.) 1920. 
S. Fraser, John: Discussion 
2: 605 (Oct.) 1924. 
in passing, it is’ of interest to note that Fraser expresses the 


on Acute Osteomyelitis, Brit. M. J. 


cpinion that the cases of acute osteomyelitis in children that subside 
s) ontaneously are almost invariably instances #f pneumococcus infection. 


x Ke 


We too often yield to the temptation to per- 
form an extensive osteotomy in these cases of 
chronic osteomyelitis. One hopes by chisel- 
ing and scraping away to a solid column of 
so-called healthy bone to eradicate the disease 
process at once and to effect a prompt and 
permanent wound closure, but, instead, the 
trauma is inviting fresh sequestrum forma- 
tion. 

The importance of: the shallow bone trough 
to afford an opportunity for contact with the 
overlying soft parts, is an accepted mechani- 
cal principle, which has, howéver, often made 
necessary the removal of extensive ledges of 
healthy bone in cases of chronic osteomyeli- 
tis, when a simple sequestrectomy might have 
served as a primary operation. I believe it is 
better to delay the plastic osteotomy until its 
necessity #nd its extent are more definitely de- 
termined, and until the field is more nearly 
aseptic. To effect cessation of suppuration, 
the removal of the dead bone is much more 
important than the removal of overlying 
healthy bene. In spite of preconceived no- 
tions, it is by no means necessary to remove 
bone over the length of a suppurative process, 
and probably all surgeons have sometimes seen 
bone cavities heal over -after sequestrectomy, 
without removal of their sides, and have even 
occasionally observed the phenomenon of a 
large bone defect healing by granulations. 

*x x 

As an interne I was taught in acute osteo- 
myelitis to chisel away the cortex and cancel- 
lus over the full extent of the medullary sup- 
puration (often the entire length of the dia- 
physis) and then vigorously to scrape out the 
medullary cavity, thus taking away its sur- 
rounding cancellous bone. I am sure that the 
latter step, especially, is a very bad practice. 
The marrow pus can be adequately removed 
by far gentler means, The cancellus is im- 
portant for bone regeneration and should be 
preserved as far as possible. As T. Wingate 
Todd, of Cleveland, has said, “Cancellous tis- 
sue must be conservatively dealt with and un- 
der no circumstances removed entirely. It is 
the ‘bone abscesses which are ‘thoroughly’ 
curetted out so that only the compact shell re- 
mains, which results most disastrously from 
the point of view of healing. Especially is 
this the case in those instances in which pure 
carbolic swabbing is used to finish the destruc- 
tive work of the curette.” 

I believe that one can accomplish his pur- 
pose equally by making drill holes of sufficient 
size and number, through which the medul- 
laris can be drained. That intervening corti- 
calis may necrose is not important; extensive 
necrosis may also occur after the free osteo- 
tomy. [in a case of fulminating osteomyelitis 
of the humerus and staphylococcemia in a 
little girl, I made a drill hole at the upper and 
one at the lower end of the diaphysis, and re- 
moved the suppurating medulla by means of 
a strip of gauze passed on a probe from one 
opening to the other. The child made an ex- 
cellent recovery. A sequestrum formed at each 
drill site, and when these were removed defi- 
nite healing took place. As compared with 
osteotomy the full length of the humerus, this 
child “was spared prolonged hospitalization, 
extensive scarring and, probably, deformity. 
I confess that, especially when the periosteum 
has been stripped up by pus. I sometimes 
yield to the temptation to remove as much of 
the presenting bone substance as is suppu- 
rating. I think, however, that this is not 
necessary if drainage is provided by multiple 
trephination; the bone that will not survive 
will exfoliate spontaneously. 
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Chronic bone abscesses, central or cortical, are often, 
if not usually, residual from an osteomyelitis active even 
twenty or more years before the abscess makes its pres- 
ence known. In Figure 5, however, are roentgenograms 
of three consecutive cases of solitary, chronic, sterile, 
cortical abscess of the femur in young women, which 
I operated on within the past year in my service at the. 





Brickner, W. M.: Chronic Medullary Abscess of the Long Bones: 
Its Tope and Roentgenographic Features: Its Treatment by Simple 
Trephining, Ann. Surg. 65: 483 (April) 1917. 


Hospital for Joint Diseases, and in none of which 
was there any antecedent osteomyelitis or other dis- 
covered or remembered infection. In the case illus- 
trated in Figure 5 A, the pain began a few weeks after 
fall on the outer_side of the thigh. Figure 6 is the 
snentgenogram of[the hip of a boy with the roentgen- 
ray and clinical signs of a pea-sized bone abscess in 
the mtertrochanteric region, of one year’s duration, 
developing two years after a trauma (fracture of the 
af the acetabulum) ; a small area of softened 
tissue was found, surrounded by dense bone, but there 
was no pus. This softened area in the femur showed, 
microscopically, atrophic bone trabeculae, osteoclasts, 
granulation tissue and much thickened blood vessels— 
a circumscribed nonsuppurative osteomyelitis. 

It is difficult to decide, sometimes, whether a small 
chronic abscess is cortical or subperiosteal in origin. 
Whether only a drop or two of pus in the cortex or 
several drams in the medullary canal, chronic bone 
abscesses have a uniform symptomatology : persistent 
pain (often radiating and mistreated for “neuritis” and 
“rheumatism”) and distinct localized bone tenderness. 
The condition is usually afebrile but sometimes sub- 
febrile (100, even 101). As I pointed out in the 
article to which I referred, and in two later publica- 
tions,* chronic bone abscesses tend to become sterile, 
that is to say, the organisms in the pus (usually 
staphylococci) are dead or much attenuated. The rec- 
ognition of this phenomenon led me to devise the 
treatment of these nonperforating abscesses, large or 
small, that I have elsewhere ‘described; namely, by 
simple evacuation through a small drill hole: 


With the patient under nitrous oxid narcosis, an imcision 
about 2 inches long is made through the skin and (except, 
for example, over the mner surface of the tibia) the under- 
lying muscle is split, or retracted, to expose the periosteum. 
Through this and into the bone, at a point determined by 
roentgenogram or by the level of maximum tenderness, a 
drill from one-eighth inch to one-fourth inch in diameter is 
driven deeply enough to permit the escape of pus. If, per- 
chance, the situation of a small abscess has not been estimated 
accurately enough for it to be thus tapped by the first opening, 
other drill holes can be made with little damage to the bone, 
or the surgeon may defer the completion of the operation to 
determine roentgenographically the relative levels of the 
abscess and his first drill hole. With the escape of pus the 
drill is removed and nothing else is introduced into the bone— 
no probe, curet, or gauze packing. A culture is made from 
the pus to determine what, if any, living organism it contains. 
A smear is also stained and examined at once. (Often the 
smear shows a few staphylococci and the culture remains 
sterile.) A small drain of folded rubber dam is laid in the 
soft parts down to, but net into, the opening in the bone, and 
the wound is otherwise closed, by sutures. A simple gauze 
dressing completes the operation. The patient is immediately 
relieved of his pain. The drain is to provide for any further 
escape of pus from the bone, and to act as a safety valve in 
case of possible suppuration in the bone cavity or the soft 
parts, caused by dormant organisms awakened to activity. It 
is removed, usually without replacement, in three or four 
days; i. €., aS soon as $ discharge has Practically ceased. The 
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Chronic bone abscesses, central or cortical, 
are often, if not usually, residual from an 
osteomyelitis active even twenty or moré years 
before the abscess makes its presence known. 
X-ray in a case which showed solitary, chronic, 
sterile, cortical abscess of the femur in a young 
woman whom I operated on within the past 
year, gave no evidence of any antecedent osteo- 
myelitis or other discovered or remembered 
infection. In another case,|the hip of a woman 
with the X-ray and clinical signs of a pea- 
sized bone ubscess in the intertrochanteric re- 
gion, of a month’s duration, developing 
eighteen months after a trauma (fracture of 
the margin of the acetabulum), a small area of 
softened tissue was found, surrounded by 
dense bone, but there was no pus. Pathologi- 
cal report showed a circumscribed non-suppu- 
rative osteomyelitis. 


It'is sometimes, difficult to decide whether a 
small chronic abscess is cortical or subperio- 
steal in origin. Whether only a drop or two 
of pus is found in the cortex or several drams 
*n the medullary canal, chronic bone abscesses 
have a uniform symptomatology,—persistent 
pain (often radiating and mistreated for “neu- 
ritis” and “rheumatism”) and distinct local- 
ized bone tenderness, The condition is usually 
afebrile but sometimes febrile (100, even 101). 
Chronic bone abscesses tend to become sterile, 
that is to say, the organisms in the pus 
(usually staphyiococci) are dead or much at- 
tenuated. The recognition of this pheno- 
menon has led to treatment of these non-per 
forating abscesses, large or small, by simple 
evacuation through. a small drill hole. 

With the patient under an anesthetic, pref- 
erably nitrous oxid, an incision ordinarily 
about two inches in length is made through 
the skin and the underlying muscle is split, or 
retracted, to expose the periosteum. Through 
this and into the bone, at a point determined 
by X-ray or by the level of maximum tender- 
ness, a drill from one-eighth inchi to one- 
fourth inch in diameter is driven deeply 
enough to permit the escape of pus. If, per- 
ehance, the situation of a small abscess has not 
been estimated accurately enough for it to be 
thus tapped by the first opening, other drill 
holes can be made with little damage to the 
bone, or the surgeon may defer the comple- 
tion of the operation to determine roentgeno- 
graphically the relative levels of the abscess 
and his first drill hole. With the escape of 
pus, the drill is removed and, nothing else is 
introduced into the bone, no probe, curet, or 
gauze packing. A culture is made from the 
pus, to determine what, if any, living organism 
it céntains. A smear is also obtained and ex- 
amined at once. (Often the smear shows a 
few staphylococci and the culture remains 
sterile). A small drain of folded rubber dam 
is laid in the soft parts down to, but not into, 
the opening in the bone, and the wound is 
otherwise closed by sutures. A simple gauze 
dressing completes the operation. The patient 
is immediately relieved of his pain, The drain 
is to provide for any further escape of pus 
from the bone, and to act as a safety valve in 
case of possible suppuration in the bone cavity 
or the soft parts, caused by dermant organisms 
awakened to activity. It is removed, usually 
without replacement, in three or four <days, 
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Dr. Myers’ Expianation 
Charlotte, North Carolina, 
June 3, 1926. 
Dr. Wavrer M. Brickner, M. D., F. A. C. S., 
151 CenrraLt Park West, 
New York, N. Y. 
Deak Docror Brickner: 

In reply to your letter to Dr. Alex. G. 
Brown, Jr., Editor, Viretnta Mepica 
Monruty, Richmond, Va., which you kindly 
sent me a copy referring to an article published 
in the Viretnta MepicaL JouRNAL, May, 1926, 
issue. 

In making my explanations [ first wish to 
beg of you to believe me as sincere and honest. 

I have not seen the article in the Journal 
as yet but there is no doubt considerable error 
typographically and on my part before its pub- 
lication. First the article should have had as 
the heading and in the first paragraph, “A re- 
view and quotations to emphasize an article 
and discussions of a paper on Bone Infection 
by Dr. Walter M. Brickner, 151 Central Park 
West, New York, appearing in the American 
Medical Journal, December 5, 1925, The sub- 
ject is so well dealt with in the practice and 
in the article I think it deserves this considera- 
tion.” 

Dr. Brickner, I assure you the article was 
not intended as an original on my part but 
more to review emphasis or abstract your work 
of which I thoroughly agree, and which [I in- 
tended to infer bares out my experience in 
France and here. 

Another apology I wish to make is I had a 
rather inexperienced stenographer for that 
kind of work at the time and I remember I 
had some difficulty in getting the notes and 
paper together which was done hurriedly in 
response to a request from the Viretnra Mept- 
cAL JourNAL for something from me for that 
issue and which was mailed during my absence 
from town. 

I am sending Dr. Brown a copy of this letter 
and shall be only too glad to do anything else 
you may request of me. 

Trusting that you will accept this explana- 
tion and let me hear from you. Again assur- 


ing you of my sincere regrets and desire to cor- 
rect it and shall appreciate any suggestions or 
requests you wish me to follow. 
Believe me to be, 
Fraternally and Sincerely, 
Atonzo Myers, M. D., F. A. C. S. 
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Charlotte, North Carolina, 
June 8, 1926. 


Dr. Water M. Brickner, M. D., F. A. C. §., 

151 Cenrrat Park West, 

New York, N. Y. 
Dear Ducror Brickner: 

Supplementing my letter of June 3rd 
reference to the article on Bone Infection a; 
pearing in the Virernta Mepican Monrni 
which I have just read. 

When I first read the article in the A. ./. . 
Journal some time ago I made some marg’ 
notes on similar cases and some that shou! 
have been treated likewise, and later when 
reviewed the article for the Virernta Mon tu 
I made some additional notes on the margi 
where space permitted and other notes on sep: 
rate slips of paper attached and at the sam 
time marking “Omit” of the former not 
which was not done but instead omitted tha 
part of the original, also some of the attache 
slips. 

The typist was confused, I remember at th 
time in the pronoun she should use in refe: 
ring to Dr. Brickner and I told her to use th 
first person all through just as though I-wa 
writing it in order, I thought, to make it plai 
to her that I was quoting Dr. Brickner ani 
the other Doctors. 

At the beginning I started out to conden- 
the article which accounts for the change o 
phraseology. 

Again I want to assure you this was an a 
ticle of unusual interest to me, and I wa- 
anxious to get it before our Doctors in thi- 
section. 

Hope this additional explanation will gi\ 
you a better understanding and that I ma) 
have a reply from you. 

Yours very truly, 
Atonzo Myers, M. D. 

Copy sent to Dr. Alex. Brown, Jr., Editor. 
Virernta Mepicat Monrutiy, Richmond, Va. 





’Taint what we have 
But what we give 
’Taint where we are 
But how we live 
’Taint what we do 
But how we do it 
That makes this life 
Worth going through it. 
—Selected. 
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Womans Auxiliary 


Advantages of Organized Effort Among the 
Women. 





At the request of the officers of the Auxili- 
ary, this space has been set aside for com- 
munications from them regarding matters of 
interest, both to the profession and to the 
women members of their families. 

All communications should be addressed to 
Mrs. E. F. Truitt, Secretary, Westover Avenue, 
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Norfolk, Virginia. 





Tue True Srory or Mepictne 

The public should be acquainted with what 
medicine is and what the profession has done 
ind is doing, and there are no people who are 
better suited to teach them than the members 
of the Woman’s Auxiliary in the various sec- 
tions. 

In these practical times it seems a shame that 
the people have to get their ideas along these 
lines largely from the flaming advertisements 
of the “Quacks” and from more or less sensa- 
tional stories in the public press. 

Sickness, doctors and hospitals are a constant 
subject of unreliable talk and gossip. 

The members of the Woman’s Auxiliary can 
do an enormous amount of good by telling the 
“Ture Story of Medicine” to the people of all 
‘lasses, and giving them the proper conception 
of this vital subject. 

The people should be told of the extensive 
educational requirements, covering several 
vears; of the necessary constant and unremit- 
ting study; of the results of the profession’s 
inselfish endeavor in preventive work, greatly 
lessening the ravages of communicable dis- 
eases; of the great advances in diagnosis and 
treatment; and of the achievements in lessening 
suffering and markedly prolonging human 
life, 

Notwithstanding the strides made by the 
profession in recent years, the people are still, 
only too often, seeking advice from uneducated 
irregulars. This is due to lack of information 
on health matters and to misleading advertis- 
ing. 

The time has come to speak plainly on such 
subjects and members of the Woman’s Auxi- 
liaries are qualified to speak and act. 


Roor GarpeN Parry ror Mepicat Society 

Members of the Norfolk County Medical 
Society and their guests were tendered a re- 
ception and served refseshments on the roof 
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garden of the Medical Arts Building early in 
June, by the Woman’s Auxiliary to the so- 
ciety. 

While the doctors were in session in the 
Medical Hall, their wives gathered outside on 
the Roof Garden, with the purpose of becom- 
ing better acquainted and to meet their new 
President, Mrs. Burnley Lankford, who there 
oftered the services of the Auxiliary to the 
Medical Society. 

The entertainment program came after the 
regular business meeting of the medical or- 
ganization. Dr. C. C. Coleman, of Richmond, 
addressed the doctors on “Brain Tumor.” The 
meeting was well attended and the roof gar- 
den program proved very enjoyable. 


The Truth About Medicine 

In addition to the articles enumerated in our 
letter of April 30th, the following have been ac- 
cepted: 

Hoffman-LaRoche Chemical Works 

Isacen. 
Schering & Glatz 
Digitalis Dispert 
Digitalis Dispert Tablets 0.08 Gm. 
Swan-Myers Co. 
Iodeikon Capsules—Swan-Myers. 
NEW AND NON-OFFICIAL REMEDIES 

Pituitary Body Anterior Lobe Desiccated—Mul- 
ford. The anterior lobe of the pituitary body of 
cattle, separated, dried and powdered.. For a discus- 
sion of the actions, uses and dosage, see Pituitary 
Gland, New and Non-official Remedies, 1925, p. 260. 
This product is also supplied in 2% grain and 5 
grain tablets. H. K. Mulford Co., Philadelphia. 

Sterile Solution of Anterior Lobe Pituitary Ex- 
tract—Mulford. An extract of the anterior lobe of 
the pituitary body of cattle. Each c.c. represents 
the extractive of 0.2 Gm. of fresh substance. For a 
discussion of the actions and uses, see Pituitary 
Gland, New and Non-official Remedies, 1925, p. 260. 
The preparation is marketed in 1 ¢.c. ampules. H. 
K. Mulford Co., Philadelphia. 

Pituitary Solution Surgical—Wilson. An extract 
of the posterior lobe of the pituitary body of cattle. 
It is standardized to have twice the strength of solu- 
tion of pituitary, U. S. P. For a discussion of the 
actions, uses and dosages, see Pituitary Gland, New 
and Non-official Remedies, 1925, p. 260. This prep- 
aration is marketed in 1 ¢.c. ampules. Wilson Lab- 
oratories, Chicago. 

Searlet Fever Streptocossus Antitoxin Concen- 
trated —A scarlet fever streptococcus antitoxin 
(Jour. A. M. A., May 2, 1925, p. 1338), prepared ac- 
cording to the method of Drs. Dick by license of the 
Scarlet Fever Committee, Inc. 

This antitoxin is marketed in packages of one 
syringe containing 7 c.c. (prophylactic dose), and in 
packages of one syringe containing 14 c.c. (thera- 
peutic dose). H. K. Mulford Co., Philadelphia. 

Corpora Lutea Soluble Extract—P. D. & Co. A so- 
lution of an extract of desiccated corpus luteum in 
physiological solution of sodium chloride, each c.c. 
containing 0.02 Gm. of soluble extract. For a dis- 
cussion of the actions and uses, see Ovary, New and 
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Non-official Remedies, 1925, p. 251. The product is 
marketed in 1 c¢.c. ampules. Parke, Davis & Co., 
Detroit. (Jour. A. M. A., May 8, 1926, p. 1440). 


PROPAGANDA FOR REFORM 

Bismuth Compounds in Antisyphilitic Therapy.— 
The usefulness of bismuth in the treatment of 
syphilis seems to be assured, but there is pressing 
need of dependable evidence as to the sort of com- 
yound of the element that is most likely to prove 
useful. In a study sponsored by the Therapeutic 
Research Committee of the Council on Pharmacy and 
Chemistry, Cole, Farmer and Miskdjian have demon- 
strated anew that the administration of suspensions 
of finely divided metallic bismuth is inadvisable be- 
cause such preparations remain unabsorbed for long 
periods. This warns against the danger of cumu- 
lative action of a toxic substance. The study did 
not bear out the contention of some writers that in- 
soluble salts of bismuth must be injected twice week- 
ly to obtain a gradual, even absorption of the 
metal. If bismuth salicylate and potassium bismuth 
tartrate are injected intragluteally once a week they 
are not likely to give rise to cumulative action, but 
patients should be observed closely. When suitable 
preparations are cautiously employed, undesirable 
coniplications can for the most part be avoided. Cole 
regards bismuth as a valuable drug in the treat- 
ment of syphilis, but he urges a conservative atti- 
tude until more evidence as to the precise effect of 
the drug is available. (Jour. A. M. A., May 1, 1926, 
p. 1352). 

Steere’s Elixir Aspirin Compound, Steere’s Elixir 
Ammonium Salicylate, Nelson Elixir Ovarans, and 
Elixir Digitalin Compound Not Acceptable for N. 
N. R.—The Council on Pharmacy and Chemistry has 
found the following products of the American Labora- 
tories, Inc., unacceptable for New and Nonofficial 
Remedies: Steere’s Elixir Aspirin Compound, 
claimed to contain in each teaspoonful, “Aspirin 2% 
Gr., Caffeine Citrated % Gr., Rhubarb 1 Gr.,” and 50 
per cent of alcohol, was found unacceptable for New 
and Nonofficial Remedies, because it does not have 
the composition claimed; because the name is not 
descriptive of its composition; and because it is ir- 
rational to administer a mixture containing acetyl- 
salicylic acid, or its decomposition products, alco- 
hol, caffeine and rhubarb in fixed proportions. 
Steere’s Elixir Ammonium Salicylate, claimed to 
represent in each teaspoonful “Ammonium Salicylate 
2% Grs., Caffeine Alkaloid % Gr., Rhubarb 1 Gr.”, 
was found unacceptable for New and Non-official 
Remedies, because the name is misleading, in that 
it does not correctly declare the potent ingredients; 
because the recommendations for its use are un- 
warranted and their inclusion on the label may lead 
to its indiscriminate use by the laity; and because 
the routine administration of a mixture of a salicyl- 
ate, caffeine and rhubarb in fixed proportions is 
not in the interest of rational therapy. Nelson 
Elixir Ovarans, stated to be “A Pleasant and Pala- 
table Preparation of Viburnum Prunifolium, in Com- 
bination with Symplocarpus Foet., Cinnamon, etc., 
with Aromatics,’ was found unacceptable for New 
and Non-official Remedies, because it is a mixture 
of indefinite composition sold under a non-informing 
name and with claims that are unwarranted and 
likely to lead to its ill-advised use by the public. 
Elixir Digitalin Compound claimed to contain in each 
fluidrachm “Digitalin, 1-100 Gr.; Nitroglycerin, 1-100 
Gr.; Strychnine Sulphate, 1-50 Gr.”, was found un- 
acceptable for New and Non-official Remedies, be- 
cause its composition is uncertain; because the name 
is not descriptive of its composition; and because 


it is an irrational combination marketed with claims 
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that are unwarranted. (Jour. A. M. A., 
1926, p. 1384). 

The Therapeutic Use of Oxygen.—There is a ra- 
tional basis for the administration of oxygen in 
certain conditions, but it does not consist in the 
exhibition of a few whiffs of the gas through a 
funnel held in front of a patient’s face. Ordinarily, 
the inspired air contains approximately 21 per cent 
of oxygen. It requires a decided increment of the 
latter in the air intake to produce effective gains 
by diffusion through the lungs into the pulmonary 
capillaries. To be of therapeutic potency, oxygen 
should be administered at an optimal concentration, 
which has lately been proposed at 40 per cent of th: 
inspired air. Apparatus has been developed which 
insures the inspiration of the high concentration ot 
oxygen which is desired. (Jour. A. M. A., May § 
1926, p. 1455). 

Proprietary Mixtures Syndicate—Kansas City is 
or was, the home of Proprietary Mixtures Syndicate 
Inc., and Yonga Yoga Scientist, Inc., two imposingl) 
named pieces of quackery operated by one Thomas 
W. Douglas and his wife, Maye. Douglas’ scheme 
was to sell through the mails a number of “patent 
medicines,” which Douglas called “Formulations.” 
His method of diagnosis was to require the birth 
date and from this he pretended to be able to de- 
termine what ailed the victim. The post office 
authorities investigated the scheme and on April 17, 
1926, a fraud order was issued against Proprietary 
Mixtures Syndicate, Inc., Mrs. M. Douglas, Thomas 
Douglas and Yonga Yoga Scientist, Inc. The evi- 
dence showed that Mrs. Douglas had no medical 
training, but that Mr. Douglas claimed to have 
studied certain branches of medicine in this country 
and abroad. Douglas employed no physician, phar- 
macist or chemist, all the work being done by him- 
self and wife at their home. The medicines are put 
up in part by Parke, Davis & Co., and one Hunter 
was stated to mix “different strengths” of the medi- 
cines used. The composition of the medicines was 
not brought out at the trial. Many of the diseases 
which Douglas undertook to treat were of a serious 
nature. (Jour. A. M. A., May 15, 1926, p. 1566). 

Unwarranted Therapeutic Hopes.—Although dras- 
tic restrictions in diet no longer characterize the 
management of diabetes, the problem of suitable 
foods for diabetic patients still looms large. Side 
by side with the exclusion of foods that promote 
either glycosuria or ketosis or both, has occurred 
the search for palatable energy yielding food sub- 
stances that will enrich the dietary of the diabetic 
patient without giving rise to untoward conse- 
quences. The proposal for the use of intarvin 
(glyceryl margarate), represented an attempt to fur- 
nish a fat not likely to promote ketosis in its meta- 
bolism. There have been varied efforts to discover 
derivatives of the sugars that will not escape oxi- 
dative destruction as ordinary carbohydrates do in 
the diabetic organism. The polysaccharide carbo- 
hydrate insulin has been recommended in the past 
for patients with diabetes, but it is possible that the 
apparent tolerance of the diabetic patients for insulin 
bearing foods may be due to actual failure of diges- 
tion and absorption of this carbohydrate. In Ger- 
many the anhydrosugar glucosane and its polymer, 
tetraglucosane, have been used in the dietary treat- 
ment of diabetes, but recent investigation has shown 
that large quantities of ingested tetraglucosane are 
excreted unchanged in the feces. (Jour. A. M. A., 
May 22, 1926, p. 1626). 

Methyl Salicylate—A Warning. Methyl salicylate 
in moderate amounts is a powerful poison. While 
death from the drug has never resulted from its 
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therapeutic use, instances of untoward effects fol- 


lowing accidental or intention self-administration 
have been reported. Absorption of less than 15 c.c. 
has repeatedly resulted in death. (Jour. A. M. A., 
May 22, 1926, p. 1628). 


Eksip for Diabetes.—One Mathew Richartz, of New 
York City, is exploiting the sufferer from diabetes 
through the sale of a nostrum “Eksip.” The ad- 
vertising slogan for Eksip is: “No More Dieting, 
No More Starving, Eat and Get Well.” Diabetics are 
urged to write for a booklet entitled “Eat and Get 
Well,” which Richartz sends to any one who asks 
for it. While the newspaper advertisement leads to 
the belief that with Eksip no dieting is necessary, 
in the booklet the victim is urged to avoid foods 
high in carbohydrates until after Eksip has cured 
the diabetes. Furthermore, the diabetic is warned 
after he has purchased the nostrum that he should 
not abandon the diet to which he has been used. 
The A. M. A. Chemical Laboratory analyzed Eksip 
(which comes in tablet form). From this analysis 
it may be concluded that Eksip contains essentially 
magnesium carbonate and starch. (Jour. A. M. A., 
May 22, 1926, p. 1641). 


Freak Medical Patents.—The United States Patent 
Office is apparently unaware that there is such a 
thing as modern medical knowledge. Patents have 
been issued for bizarre products and devices of a 
medical or medicinal nature. These include Perkins 
tractors, Sanche’s Oxydonor, the tape worm trap of 
Meyers, the “consumption cure” of Serghison and 
several others. A patent was issued in March, 1921, 
to Mary McGuire Wilson, for the “Process of and 
Material for Reducing Fatty Tissue.” According to 
the patent specifications, the Wilson formula for re- 
ducing weight is alum, 12 ounces; camphor, 2 ounces; 
alcohol, 12 fluidounces, and witch hazel, 32 fluid- 
ounces. This mixture—which the Patent office con- 
siders a new and useful invention—is to be applied 
to the skin of the “stylish stout” immediately fol- 
lowing a hot tub. The stuff is then “whipped or 
spanked with the fingers to drive the solution into 
the pores.” (Jour. A. M. A., May 29, 1926, p. 1701). 


Cresog Not Acceptable for N. N. R.—The Council 
on Pharmacy and Chemistry reports that Cresog 
(Cresog Laboratories Co., Detroit), is stated to be 
“composed of a pure glycerine base with the addi- 
tion of two per cent of ‘Pomcresol’ (manufactured 
by Searle and Co., Chicago), plus Bicarbonate of 
sodium 2%.” The label and advertising contain 
such meaningless statements as: “Derivative of 
Cresol, also Glycerin and Others.” Though the Cre- 
sog label admits that the preparation has a phenol 
coefficient of but 0.1, the preparation is claimed to 
have “strong germicidal effect.” The Council found 
Cresog unacceptable for New and Non-official Reme- 
dies because its composition is indefinite, its name 
is not descriptive of its composition, the claims are 
unwarranted, and the recommendations for its use 
such as may lead the public to place false depend- 
ence on it in serious conditions. (Jour. A. M. A., 
May 29, 1926, p. 1713). 


Robes’ Anti-Rheumatic Injections Not Acceptable 
for N. N. R.—The Council on Pharmacy and Chem- 
istry reports that Robes’ Anti-Rheumatic Injections 
is stated to contain mercuric chloride, 0.9 mg.; 
“guaiacum solids,” 0.3 mg.; sodium chloride, 0.0066 
Gm. per c.c. of 8 per cent alcohol. The action of 
the “guaiacum solids’ is not stated in the adver- 
tising or in the information submitted to the Coun- 
cil. The Council found Robes’ Anti-Rheumatic In- 
jections unacceptable fom New and Non-official Reme- 
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dies because (1) its composition is indefinite in that 
no data are given as to the nature of “guaiacum 
solids’—which alone makes the preparation different 
from a simple solution of mercuric chloride in al- 
coholic saline solution; (2) n@ tests are submitted 
whereby the ‘‘guaiacum solids” can be detected or 
determined quantitatively; (3) the therapeutic 
claims are unwarranted in that no evidence is sub- 
mitted to show that “guaiacum solids” makes the 
preparation more effective than a simple solution of 
mercuric chloride or that the latter has any value 
in “rheumatism;”’’ (4) the amount of the potent in- 
gredients is not declared on the label; (5) the name 
is objectionable in that it does not indicate clearly 
the most potent ingredient and is therapeutically 
suggestive; (6) the trade package circular adver- 
tises an unaccepted article; and (7) because it is 
an unscientific preparation the use of which is detri- 
mental to rational therapy. (Jour. A. M. A, May 
29, 1926, p. 1713). 





Book Announcements 


Edgar’s Practice of Obstetrics. For Students and 
Practitioners of Medicine. By J. CLIFTON 
EDGAR, Emeritus Professor of Obstetrics and 
Clinical Midwifery, Cornell University Medical 
College. Revised by NORRIS W. VAUX. Clinical 
Professor of Obstetrics, Jefferson Medical College, 
Philadelphia. SIXTH EDITION. Philadelphia. 
P. Blakiston’s Son and Company, 1912 Walnut 
Street. Svo of 779—xvi, pages, with 684 illustra- 
tions, including 5 colored plates and 38 figures 
printed in colors. Cloth. Price $8.00. 


Collected Papers of the Mayo Clinic and the Mayo 
Foundation. Edited by MRS. M. H. MELLISH, 
H. BURTON LOGIE, M. D., and CHARLOTTE E. 
EIGEN MANN, B. A. Volume XVII, 1925, Pub- 
lished May, 1926. Philadelphia and London. W. B. 
Saunders Company. 1926. S8vo of 1,078 pages with 
252 illustrations. Cloth. Price $13.00 net. 


Pediatrics. By Various Authors. Edited by ISAAC 
A. ABT, M. D., Professor of Diseases of Children, 
Northwestern University Medical School, Chicago. 
Set complete in eight octavo volumes totaling 8,000 
pages with 1,500 illustrations, and separate Index 
Volume free. Now ready—VOLUME VIII, contain- 
ing 1,102 pages with 388 illustrations and GEN- 
ERAL INDEX to Volumes I to VIII. Philadelphia 
and London. W. B. Saunders Company. 1926. 
Cloth, $10.00 per volume. Sold by subscription. 


Medical Department. Gen- 
Fourteenth 
Paper. 


United Fruit Company. 
eral Offices: Boston, Massachusetts. 
Annual Report. 1925. S8vo of 320 pages. 


American Relief Administration Bulletin. Series 2, 
No. 45, April, 1926. American Medical and Sani- 
tary Relief in the Russian Famine, 1921-1923. By 
HENRY BEEUWKES, M. D., Medical Director, 
American Relief Administration, Russian Unit. 
Published by American Relief Administration, Her- 
bert Hoover, Chairman, 42 Broadway, New York, 
N. Y. Octavo of 128 pages. Paper. 
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Editorial 


Liver Substance in Treatment. 

It is interesting to note the trend of medical 
thought as investigations proceed. The past 
two years have been notable, in internal medi- 
cine, for its investigations of some of the phy- 
siologic, as well as pathologic, problems of the 
liver. The renewal of activity in scientific re- 
search of this organ, both in the domain of its 
physiologic actions in the body as well as in 
the field of diseases of the organ itself and 
its biliary passages, has thrown new light on 
the organ; its functions, its diseases, and its 
influence upon diseases in the general body. 
The action of the liver upon protein metabo- 
lism and its elimination; the action of the liver 
upon blood coloring matter; the action of the 
liver upon the hemopoietic system; the action 
of the liver in diseases of the biliary tract, 
upon pancreatic activity and upon gastric di- 
gestion, are but a few phases of the wide in- 
fluence exerted by the liver in the well-being 
of the body. 

One may well consider, then, a part of this 
by asking the question: Is liver substance an 
aid in the treatment of arterial hypertension / 
This is a question very frequently propounded 
and it is well considered in a report of the 
proceedings of the Association of American 
Physicians (Jour. A. M. A., June 5, 1926, page 
1794). Dr. Ralph H. Major’s paper, upon 
“Effects of Hepatic Extracts on Arterial Hy- 
pentension,” reports: A study of various 
metaboloids. Guanidine was found to produce 
a marked sustained rise of blood pressure. 
Effort was made to relieve hypertension by 
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producing a substance capable of counteract 

ing the guanidine hypertension. Major foun 
liver extract very helpful. Histamine gay 
different results, so it was necessary to produce 
pure liver extract free from the histamine an 

choline content. 

Major tried liver extract on patients wit! 
hypertension, The response varied with th 
patients and in the same patient. The result- 
in patients confined to bed were not so satisfa 
tory,—thought to be due to too small dose- 
The best results were obtained in young pe. 
sons with hypertension just beginning. 

It is interesting to note the discussion an 
comment upon this paper. Dr. Oppenheimer. 
of New York, had given pure liver extract. 
freed from histamine and choline, in the cas: 
of essential hypertension, with systolic pressut 
of 200 or over and a diastolic pressure of 10 
or over. He reported some good results wit! 
the first lot of preparations, but latterly, “n: 
effect.” Dr. McLester, Birmingham, had o! 
served the effect of liver extract on a certail 
group of cases under forty-five years of age. 
with early hypertension, and found favorab) 
response. Dr, O’Hare, Boston, stated that at 
the Peter Bent Brigham Hospital, in use 0: 
small doses, the results had been not entirel\ 
satisfactory ; in two cases out of seventeen there 
was some effect and in fifteen there was no 
effect. The fear was expressed by him that the 
preparation was not absolutely good. Dr. Mo-- 
enthal, New York, observed that in two case= 
out of fifteen cases treated, the results were 
gratifying; one came to a normal level from 
200, and another improved and the symptom- 
subsided. Mosenthal stated that liver extract. 
when properly handled, was probably useful. 
Dr. Major, in closing the discussion, state:| 
that he had been impressed by the relief pa- 
tients experienced from headache, tinnitus, diz- 
ziness, and other disagreeable symptoms. He 
found that uniform doses gave better results. 
Then he used a dose sufficient to reduce hyper- 
tension, and gave 15,000 units a day as stand 
ardized against guanidine. 

From the report of a paper and the discus- 
sion resulting, one may formulate a tentative 
reply to the inquiry, whether or not liver ex- 
tract is useful in hypertension. Certainly, one 
may say that liver substance therapy offers a 
new method, a new aid, in the general problem 
of meeting the dangers of hypertension, if not 
a fundamental step in removal of etiologic 
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factors that make up the pathogenesis of this 
erave arterial condition. A word of caution 
may be added here, as ever, in commenting on a 
medical problem as many-sided and complex 
as this one. The use of liver extract for the 
relief of hypertension, apparently, has a lim- 
ted field of action to a special group of cases 
that may be as amendable to other already used 
methods, such as: (1) rest in bed, (2) removal 
of foci of infection, (3) dietary management, 
4) elimination. 


Pernicious Anemia. 

Pernicious anemia was first accurately de- 
scribed in 1855, by Addison. It has baffled 
every form of treatment; not that occasional 
success has not been reported, but that no suc- 
cessful therapy has been obtained. One has 
very little upon which to base a justified ex- 
pectation of therapeutic improvement in its 
management, but, nevertheless, what gives 
promise of progress in the field may be found 
in an account of papers read, with discussion 
following, by Drs. George R. Minot and Wil- 
liam P. Murphy, Boston, entitled “Observa- 
tions on Persons with Pernicious Anemia, 
Partaking of a Special Diet” (clinical aspects) , 
and Drs. Reginald Fitz, William P. Murphy, 
and Robert P. Monroe, Boston, (physiologic 
aspects). 

The subject is of practical importance. 
Every sort of practitioner is interested in it. 
The rural and urban doctors are alike inter- 
ested. The surgeons and the internists are 
both interested. The teachers and the clini- 
cians are necessarily interested. 

If cancer, diabetes, tuberculosis, Bright’s 
disease and heart disease, with many areas of 
occurrence and with a many-sided symptom- 
atology leading so often to death, claim wide- 
spread attention, may not pernicious anemia 
no less certain in its progress to a fatal end- 
ing, engage the active interest of the profes- 
sion? A death-dealing malady should ever 
challenge the interest of practitioners. 

The cause of pernicious anemia is not known. 
But, much has been written upon the subject. 
Many theories and beliefs have been enunci- 
ated upon its etiology. Minot, in the Oxford 
Press, gives an interesting summary of the re- 
cent work on the disease. It is generally 
thought that the process is a hemolytic one of 
long duration. One group considers its patho- 
genetic processes to be due to gastrointestinal 
disturbances; another to dietary deficiency; 


another to chronic sepsis; another to abnormal 
splenic function; another to unsaturated fatty 
acids; another “considers amino acids to be 
the hemolytic agency.” 

Among the symptoms, intestinal functions 
are prominent in pernicious anemia; gas, in- 
definite pain, loose bowel movements and the 
like are found. Along with these signs, loss 
of weight, emaciation, weakness associated 
with cachexia and anemia, mark the progress 
of the disease. 

Changes in the central nervous system set 
up symptoms and signs of motor and sensory 
disturbances; defect of special senses, hemor- 
rhages, are some of the terminal manifestations 
of the disease. To these may be added dysp- 
nea, cardiac weakness and heart misfunction, 
febrile reactions, enlargement of spleen and 
liver with serious and grave alterations in the 
blood system. This latter series of changes re- 
luce the red cell count to 2,000,000 or less, the 
hemoglobin to 30 to 20 per cent and certain 
more or less characteristic changes in the red 
cells. 

Summarizing the symptoms, one notes the 
gradual progress of the disease; weakness 
and unusual fatigue upon little exercise. Pa- 
tients with pernicious anemia express many in- 
definite complaints in attempting to describe 
the sort of weakness and fatigue experienced. 
In this phase of the progressive movement of 
the disease diagnostic enquiry is often un- 
satisfactory or clouded. But later, as studies 
of the blood proceed, symptoms relatetl to the 
gastrointestinal tract appear. Sensations in 
the mouth, about the tongue are experienced, 
such as soreness, rawness, aggravated and ac- 
centuated by certain kinds of foods, as acid, 
hot, spiced or rough food. The tongue may be 
extremely involved showing raw areas with 
swelling and irritation. Likewise, the mucosa 
of the mouth and back of the throat may par- 
ticipate in this process, creating mouth-symp- 
toms of decided nature. The stomach and the 
intestines, in turn, may enter the clinical symp- 
tomatology. Gastric discomfort, with the sev- 
eral sorts of symptoms emanating from achylia 
gastrica, may be depicted as consonant with 
progress of pernicious anemia. 

In answer to the question, “Is liver substance 
of value?” we may turn to a recent discussion : 

Minot and Murphy, Boston (Jour. A. M. A., 
June 12, 1926, page 1861), reported forty-five 
patients with pernicious anemia treated by a 
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special diet for from six weeks to two years 
The diet was composed especially of foods 
rich in complete proteins and iron, notably 
liver, giving from 120 to 140 gm. a day. In 
addition, each day, the diet contains at least 
120 gm. of muscle meat, and an abundance 
of fresh vegetables and fruits. The starch 
was normal in quantity while the fats were 
purposely low in amount. On such a diet, 
regularly and persistently continued, prompt, 
rapid and distinct remissions were experienced 
and systematic improvement was noted except 
in spinal cord degeneration. Cases with red 
blood count of 1,470,000 before taking this diet, 
after a month showed 3,400,000 red cells. All 
the patients improved in health. 

Fitz, Murphy and Monroe, of Boston, mak- 
ing special studies on the blood, following the 
use of the diet in eleven of the forty-five cases, 
reported within a few days after beginning the 
diet, a temporary greater output of red cells 
lasting about ten days, the peak of the rise oc- 
curring in from four to ten days. A decrease 
of icterus index occurred. The corpuscle pro- 
tein content increased with hemoglobin con- 
centration. The plasma protein nitrogen read- 
ing remained constant and the non-protein ni- 
trogen was not affected. 

In the discussion, Dr. Warthin, Ann Arbor, 
cited a case of a woman who had suffered from 
pernicious anemia since 1895, and who died 
thirty years afterward. For many years she 
lived on one apple a day. At the age of sev- 
enty-six, she became senile and then developed 
a huge appetite for meat. After this, the pic- 
ture of pernicious anemia disappeared and she 
lived to be eighty-six. Dr. Allen considered 
the disease to be a metabolic disease due to in- 
fection of the blood-forming organs, Allen 
was favorably impressed by Whipple’s work, 
but was not sure as to the results of liver, It 
does not cure pernicious anemia, so he ob- 
served. 

Dr. Mosenthal, New York, restated the prob- 
lem by saying there was something that de- 
stroys the red blood cells and it is our function 
to allow the body to regenerate the red blood 
cells faster than the toxic material can de- 
stroy them. He said we should especially al- 
low the patient protein in order to build up 
the blood cells; high protein feeding is indi- 
rated; as well as a high caloric diet. Whether 
liver is the best high protein substance is a 
question yet to be decided. 
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From the foregoing report of this meeting 
of foremost American internists, one may 
gather the trend of attack upon the baffling 
disease. Although no final word may yet be 
uttered, an encouraging modicum of truth 
may be found in this discussion. This seem- 
to point to a high protein feeding, possibly 
liver substance, as a promising dietary for 
these cases. 


Illegal Chirepractors. 

In the June issue of the Vireinta Mepicas 
Monrury, editorial comment was made upon 
excellent work done in Richmond in a recent 
vase of an illegal chiropractor. The aggressive 
and successful committee of the profession, 
which put into action the forces of the law. 
received well deserved praise. But dereliction 
on our part was obvious in that no mention 
was made of the personnel of the committee. 
The members of the profession may feel a 
desire to know who among them had been so 
vigilant as thus to champion the cause of 
medical practice in this city. It is, therefore, 
with pleasure that this column names the com- 
mittee. To Dr. Lawrence T. Price, of Rich- 
mond, is due the credit for this splendid piece 
of public service, and we take pleasure in giv- 
ing him credit in this column for his inde- 
fatigable effort. 


News Notes 


The University of Virginia, Medical Depart. 
ment, 

Held its final exercises for 1926 in conjunc- 
tion with those of the other departments at 
the University, June 13, 14 and 15. Several 
dances, before and during commencement days, 
added much to the social pleasures. The bac- 
calaureate sermon was delivered on Sunday, 
the 13th, by Rev. Edgar Y. Mullens, D. D., 
president of the Southern Baptist Theological 
Seminary. 

The second day was crowded with all kinds 
of features for the graduates and alumni, in- 
cluding the annual meeting of the Alumni As- 
sociation, the alumni luncheon to the gradu- 
ates, a baseball game in the afternoon, the re- 
ception of President and Mrs. FE. A. Alderman 
to the alumni and graduates, and the alumni 
ball at night. That night were also held the 
initiation ceremonies to the Phi Beta Kappa 
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honorary fraternity, Dr. Dice R. Anderson, of 
Randolph Macon Woman’s College, Lynch- 
burg, Va., delivering the Phi Beta Kappa ad- 
Of the twenty-seven students and three 
alumni receiving this honor, there were two 
from the medical school and one doctor of 
medicine: Drs. Oscar Swineford, Jr., Rich- 
mond, and Frederick H. Wilke, Morristown, 
N. J.. from this year’s class, and Dr, William 
S. Leathers, of the class of 1895, now dean of 
the Medical School of the University of Missis- 
sippi. 


(lress. 


Following the business meeting of the 
Alumni Association, a bust of Dr. Hugh H. 
Young, of Johns Hopkins University, Balti- 
more, an alumnus of the University of .Vir- 
ginia, was presented to the Medical School. 
Dr. J. C. Flippin, dean of the Medical School, 
accepted the bust, and after it had been un- 
veiled, Dr. J. H. Neff paid a tribute to Dr. 
Young's work in medicine. 

President Alderman, in the course of the ex- 
ercises announced that the $1,400,000 needed 
for expansion of the Medical School is in sight 
and that all but $100,000 had been secured. 

Class day exercises were held on the lawn 
on the morning of the 15th and graduating ex- 
ercises that afternoon. There was no formal 
address on this occasion, President Alderman 
speaking only a brief farewell to the class of 
1926, following the awarding of degrees. 

Forty-five of the three hundred and two 
graduates were from the School of Medicine. 
These represented nine states, the District of 
Columbia, and one foreign country, Three of 
them were women. Graduates in the Medical 
School, with their hospital appointments, are: 
University of Virginia Hospital, University, 

Va—Drs. Temple Ainsworth, Bay Springs, 

Miss.; DeWitt Hamrick, Philadelphia, Miss. ; 

Taswell Paul Haney, Jr., Burnsville, Miss. ; 

Lonnie M. Hines, Abingdon, Va.; William 

Cary Holt, Hampton, Va.; William L, 

Hughes, Jackson, Miss.; Charles Hanson 

Peterson, Monterey, Va. and Thomas Jack- 

son Sims, Jr., Newport News, Va. 

St. Vincent’s Hospital, New York City—Dr. 

Homer C. Ashley, Winchester Center, Conn, 
St. Luke’s Hospital, New York City—Drs. 

Charles R. F. Baker, Sumter, S. C.; William 

LeRoy Dunn, Ashland, Va., and Frederick 

Henry Wilke, Morristown, N. J. 

U. S. Naval Hospital, Boston, Mass.—Dr. 
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Bruce E. Bradley, University, Va. 

Bellevue Hospital, New York City—Drs. 
Thelma Flournoy Brumfield, Blacksburg, 
Va., and Julian Meade Ruffin, Norfolk, Va. 

St, Vineent’s Hospital, Norfolk, Va—Drs. 
Louis Tiffany Claytor, Hopkins, S. C., and 
Maurice Jesse Miller, Norfolk, Va. 

Syracuse Memorial Hospital, Syracuse, N. Y.— 
Dr. Janet Haldane Coleman, Williamsburg, 
Va. 

Rochester General Hospital, Rochester, N. Y. 
—Dr. John Sumpter Cunningham, Waynes- 
boro, Va. 

Post-Graduate Hospital, New York City—Drs. 
David Philip Evans, Lynchburg, Va., and 
Rudolph Angus Nicho!ts, Jr., Richmond, Va. 

Virginia Mason Hospital, Seattle, Wash.—Drs. 
Oscar Hugh Fulcher, Sandidges, Va., and 
Ellis Dice Lineberry, Cliffview, Va. 

Ancker TTospital, St. Paul, Minn —Dr. Francis 
Chappelle Goodwin, George West, Texas. 
United States Army—Dr, Jacob Charles 

Harshbarger, Port Republic, Va. 

Cincinnati General Hospital, Cincinnati, Ohio 
—Dr. William Daniel Hickerson, Reming- 
ton, Va. 

Bridgeport Hospital, Bridgeport, Conn.—Dr. 
Charles Joseph Horgan, Washington, D. C. 

Stuart Circle Hospital, Richmond, Va—Dr. 
Algernon Smith Hurt, Jr., Richmond, Va. 

Boston City Hospital, Mass.—Dr. 
Charles DeForest Lucas, University, Va. 

St. Elizabeth’s Hospital, Richmond, Va—Dr. 
Edward Conway Maphis, Warrenton, Va. 

Blue Ridge Sanatorium, Charlottesville, Va.— 
Dr. Daniel Oscar Nichols, Charlottesville, 
Va. 

Natchez Hospital, Natchez, Miss—Dr. Vir- 
ginia Borum Pope, Natchez, Miss. 

Cleveland City Hospital, Cleveland, Ohio—Dr. 
Willcox Ruffin, Norfolk, Va. 

Ruffalo City Hospital, Buffalo, N. Y.—Drs. 
Samuel Burks Scott, Lynchburg, Va., and 
James Earle Wheeler, University, Va. 

St. Luke’s Hospital, Richmond, Va—Dr. 
George Gerald Stone, Wytheville, Va. 

Massachusetts General Hospital, Boston, Mass. 
—Dr. Oscar Swineford, Jr., Richmond, Va. 

French Hospital, San Francisco, Calif —Dr. 
Clarence William Trexler, Rockwell, N. C. 

Wilkinson Hospital, Soochow, China — Dr. 
Louis Lee Wilkinson, Soochow, China. 

United States Public Health Service—Dr. 


Poston, 
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Burbridge Scott Yancey, Atlanta, Ga. 

Instructor in Anatomy, University of Vir- 
ginta—Dr. Nicholas Floyd Adams, Jr., The 
Plains, Va. 

Instructor in Pathology, University of Vir- 
ginta—Dr, Sam Hayes Conner, Memphis, 
Tenn. 

In addition to the above, the following have 
not accepted hospital appointments: 
Dr. James Scott Chalmers, Jr., University, 

Va. 

Dr. Edward Thorne Harrison, Littleton, 

a. &. 

Dr. Frank Read Hopkins, Hot Springs, Va. 


Our Next State Meeting. 


Many of our readers will learn with deep 
regret of the passing of Dr. R. Lloyd Wil- 
liams, of Norfolk, who had been selected by 
the local society as chairman of the commit- 
tee of arrangements for the meeting there 
this fall. Norfolk doctors will use every effort 
to keep this from casting a shadow on the 
meeting and have appointed Dr. Israel Brown 
as chairman of the committee to take up the 
work and “carry on” from where Dr. Wil- 
liams laid it down. Of course minor adjust- 
ments with regard to the work will be neces- 
sary, but everything will soon be moving 
smoothly. Dr. Brown has offices in Medical 
Arts Building, Norfolk, and will be glad to 
answer such inquiries as may be addressed to 
him with regard to our coming meeting. 

Our president, Dr. W. L. Harris, Norfolk, 
has been taking an active interest in the So- 
ciety and has visited such of the societies as 
he could, with an idea of interesting them in 
organization and the State Society. His se- 
lection of guests for this meeting will add 
greatly to the interest of the scientific meet- 
ings, and social features a plenty will be pro- 
vided for members and the ladies accompany- 
ing them. Make your plans to be there. 

Before the next issue of the Journal ap- 
pears, all members should receive the usual 
cards requesting titles of paprs for ethe pro- 
gram. It is the wish of the Program Com- 
mittee that each contributor to the program 
should arrange with a member to open the 
discussion on his paper and send name of such 
party to be published on the program. Ac- 
cording to the resolution adopted last year, 
and still in force, “No title shall be accepted 
for the program prior to two months before 
date of the annual meeting,” which this year 
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is August the 12th. After this time, titles wi 
be received until fifty are in hand. 

We want to make this the best meeting | 
our history. Each member can help. Some « 
the State societies this Spring have report: 
attendance of from ten per cent of their men 
bership in some of the large societies, 1 
twenty-five per cent in societies about the siz 
of ours. We seldom fall behild this last figm 
Let’s make it even better this year. 


Married. 

Dr. Douglas VanderHoof and Mrs. Nancy 
Selden Habliston, both of Richmond, June 2». 
in New York City. They left for a trip abroad. 

Dr. Charles L. Rudasill, Richmond, and Mi-s 
Aline Beville, Crewe, Va., June 30. 

Dr. George O. Martin, Cullen, Va., of the 
class of 26, Medical College of Virginia, ani 
Miss Mary Elizabeth Ballou, Richmond, Jun 
7. They will make their home in Richmond. 
Dr. Martin having accepted an internship at 
St. Luke’s Hospital. 

Dr. Bernard W. Leonard, of Richmond, bu 
now connected with the Children’s Departmen 
of Johns Hopkins Hospital, Baltimore, an: 
Miss Ruth Dyer, Portland, Maine, the midd' 
of June. 

Dr. Richard A. Bowen, II, and Miss Elmira 
Peace Ruffin, both of Richmond, June 23. Dr. 
Bowen was graduated from the Medical Col 
lege of Virginia this year, and, after August 
Ist, will be stationed at Walter Reed General 
Hospital, Washington, D. C. 

Dr. William Irvine Owens, of the class o! 
23, Medical College of Virginia, and Mis- 
Gertrude Emberson, New Rochelle, N. Y.. 
June 22. They expect to make their home at 
Pulaski, Va. 

Dr. William Henry Sebrell, Jr., of the clas- 
of °25, University of Virginia School of Medi- 
cine, and Miss Margaret Shirley Bruffey, Char- 
lottesville, Va., June 19. Dr. Sebrell is a first 
lieutenant in the United States Pubic Health 
Service and is located at New Orleans, La. 

Dr. Gilmer Gustave Holland, of Holland. 
Va., and Miss Grace Hannah Bailey, of Farm- 
ville, Va., June 25. 


Dr. Andrew Stephens Graham, Columbia, 


S. C., recently of Seattle, Wash., member of 
the class of °25, University of Virginia, Medi- 
cal Department, and Miss Nancy Hart Gor- 
don, of University, Va., June 26. 
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Preventable Blindness. 

Since the passage of the Missouri Constitu- 
tional Amendment providing pensions for the 
deserving blind in that State, Health News 
-tates that there have been submitted 5,927 ap- 
plications for relief. In reviewing causes of 
blindness of applicants, the recurrence of 
vonorrhea and syphilis reveals a startling sig- 
nificance. It is conservative to estimate that 

per cent of the cases considered are due to 
venereal diseases. Under the statute, $25 a 
month is granted to applicants over 21 years 
of age who have been residents of Missouri 
for at least ten years, or have lost their sight 
while a bona fide resident of that State, and 
who do not have incomes from all sources 
amounting to $780 per annum. 

From the standpoint of economy, the condi- 
tions in Missouri show the need for venereal 
disease control. The need of vigorous measures 
for the control of these diseases is emphasized, 
according to this report, when consideration is 
«iven to the humanitarian aspects of the thous- 
ands of blinded persons throughout the United 
States, many of whom are innocent victims of 
these diseases. 


Dr. R. Bruce James, 

Danville, Va., has been appointed post phy- 
sician and lecturer on biology at the Virginia 
Military Institute, Lexington, Va., and will en- 
ter upon his duties there early in September. 
Dr. Elizabeth Holt Edmunds, 

Of Halifax, Va., was recently operated on 
at the Memorial Hospital, Worcester, Mass., 
and is making a good recovery. Dr. Edmunds 
is a member of the class of "25, University of 
Virginia, Medical Department, at which time 
she received an appointment to the Worcester 
hospital. 

Mail Directory Information Card Promptly. 

During the month of June, every physician 
in the State should have received a Directory 
information card, Every one is urged to fill 
out and return the stamped card regardless as 
to whether he or she has changed their resi- 
cence or office address. 

This information will be used in compiling 
the Tenth Edition of the American Medical 
Directory, now under revision in the Bio- 
graphical Department of the Association, The 
Directory is one of the altruistic efforts of the 
Association and is published in the interest of 
the medical profession which means ultimately 
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in the interest of the public. It is a book of 
dependable data concerning the physicians and 
hospitals in the United States and Canada. 
Early Summer Vacationists. 

Dr. H. C. Beckett, Chase City, Va., returned 
home recently after a visit to his son in Wash- 
ington, D. C. 

Dr. C. V. Montgomery, South Hill, Va., is 
home again, after a short visit at Virginia 
Beach. 

Dr. and Mrs, Beverley R. Tucker, Richmond, 
left early in June for a trip abroad. 

Dr. and Mrs. H. 8. Belt, South Boston, Va., 
were visitors in Lynchburg, Va., last month, 
during the commencement season. 

Dr. and Mrs, F. E. Booker, Halifax, Va., 
attended the Hampden-Sidney finals, in June, 
on the occasion of the graduation of their son. 

Dr. and Mrs, Roy K. Flannagan, Richmond, 
were recent visitors in Afton, Va. 

Dr. Reid White, Jr., a recent graduate of 
the University of Pennsylvania Medical 
School, has been visiting his father, Dr. Reid 
White, in Lexington, Va. 

Dr. and Mrs. J. L. Early, after an automo- 
bile trip in the West, visited relatives in East 
Radford, Va., before returning to their home 
in Saltville, Va. 

Dr. and Mrs. W. A. Brumfield, Blacksburg, 
Va., were in Charlottesville, the middle of 
June, to be present at the graduation in medi- 
cine from the University of Virginia, of their 
daughter, Miss Thelma Brumfield. 

Dr. and Mrs. Charles R. Robins, Richmond, 
are spending several weeks visiting in Europe. 

Dr. and Mrs. Charles Fox Graham have re- 
turned to their home in Wytheville, Va., after 
a visit to Winchester, Va., and Philadelphia. 

Dr. and Mrs, N. T. Ennett, Richmond, have 
been spending some time at their summer home 
near Morehead City, N. C. 

Dr. and Mrs, Marion W. Ransone are visit- 
ing relatives in Hampton, Va., until August 
the first, at which time Dr. Ransone, who 
graduated this year from the Medical College 
of Virginia, will enter upon his duties as in- 
tern at the Walter Reed General Hospital, 
Washington, D. C. 

Dr. and Mrs, R. Swanson Kyle returned to 
their home in Galax, Va, about the middle of 
June, after an extended trip through Virginia 
and to some of the Eastern cities. 

Dr. and Mrs. S. W. Budd, Richmond, are 
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home again after a motor trip through the Val- 
ley of Virginia. 

Dr. and Mrs, Fred Hodges, Richmond, are 
early summer visitors at Natural Bridge, Va. 

Dr. and Mrs. Warren T. Vaughan, Rich- 
mond, have also been spending some time at 
Natural Bridge, Va. 

Dr. and Mrs, J. Thomson Booth, Ashland, 
Va., have been on a visit to Cape Charles, Va. 

Dr. Lewis C, Lush, Winterpock, Va., has 
sailed for Panama, to enter upon his duties as 
intern at the Ancon Hospital, to which place 
he received appointment at time of his gradua- 
tion from Medical College of Virginia, this 
year. 

Dr. Grace B. Rollins, of this year’s class, 
Medical College of Virginia, is in New York 
City, where she is taking a special course at 
Columbia University. 

Dr. and Mrs. J. C. Darden have returned to 
their home in Salem, Va., after a visit in 
Smithfield, Va. 

Dr. Percy Harris, Scottsville, Va., visited his 
father in Radford, Va., the last of June. 

Dr. and Mrs. W. W. Gill, Richmond, saile”’ 
from Norfolk, the first of this month, for a 
visit to Boston, Mass 
Home From Early Camp. 

Drs. J. N. Barney, Fredericksburg, Nelson 
Mercer, Richmond, and Llewellyn Powell, 
Alexandria, with the rank of Lieutenant 
Colonel, and Drs. Bruce L. Randolph and 
A. B. Spahr, of the class of ’26, Medical Col- 
lege of Virginia, with the rank of First Lieu- 
tenant, returned the last of June from attend- 
ance upon the Medical Reserve Officers’ Train- 
ing Camp at Carlisle Barracks, Pa., for the 
period of June 16-30, inclusive. 

Dr. Pauline Williams, 

Of Richmond, Va., has gone to Baltimore, 
where she is taking a special course of study 
for the summer months, at Johns Hopkins Uni- 
versity. 

Memorial Hospital, Danville, at Last Opened. 

Owing to failure to complete the floor work, 
the Memorial Hospital, Danville, Va., was not 
opened in June, as first anticipated. The for- 
mal opening was held, however, on July 8th, at 
which time the hospital authorities kept open 
house from 10 A. M. to 10 P. M. 

American Laryngological Association. 

At the meeting of this Association, last 

month, Dr. Chevalier Jackson, Philadelphia, 
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was elected president, and Dr. George M 
Coates, Philadelphia, secretary. 
Dr. Morris Levine, 

New York City, has been promoted to asso 
ciate professor of otology at the New Yor 
Post-Graduate Medical School and Hospital. 
Dr. J. A. Rucker, 

Bedford, Va., sailed June the 14th for 
Mediterranean cruise, to visit Palestine, Egypt 
and the capitals of Europe. He expects to r 
turn about the middle of September. 

Dr. Robley R. Goad, 

Of the class of °25, Medical College of Vis 
ginia, after a short time at Richlands, Va.. ha 
accepted a position with the Virginia Iron. 
Coal and Coke Company, and is located at 
Inman, Va. 

New York Medical Practice Act Amended. 

After a struggle for a number of years, th 
Medical Society of the State of New York ha- 
secured an amendment to its Medical Practic 
Act which provides, primarily, for the enforce 
ment of the existing statute. This is to be ac- 
complished by “Annual registration of all ph) 
sicians by the Board of Regents; limitation of 
the practice of medicine and the use of the 
title ‘doctor’ to those licensed by the Board o! 
Medical Examiners; prosecution of all viola 
tors of the law by the Board of Medical Ex- 
aminers with the assistance of the attorney 
general instead of the county district attorney, 
except in two or three of the largest counties; 
prosecutions to be brought in courts of special 
session where such exist, and the Board of 
Medical Examiners to employ inspectors to in- 
vestigate charges of violation of the law anid 
collect evidence for the attorney general.” 
Dr. Grayson Honored. 

The College of William and Mary, Williams- 
burg, Va., during its commencement exercises 
in June, conferred the honorary degree of doc- 
tor of laws upon Rear-Admiral Cary T. Gray- 
son, of Washington, D. C. Dr. Grayson is an 
alumnus of this college and has always been 
interested in its welfare. 


Dr. Joseph H. Luscinian, 

Formerly of Blacksburg, Va., and an 
alumnus of the University of Virginia, Medical 
Department, has opened offices in Huntington 
Building, Miami, Florida, where he is limiting 
his practice to general roentgenology and 
radiotherapy. Since his graduation in 1924. 
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Dr. Luscinian has taken up special work in 
roentgenology at the University of Maryland 
Hospital, Baltimore, and the Massachusetts 
(ieneral Hospital, Boston. 

Dr. W. G. Martin, 

Recently of Radford, Va., has moved to 
Kenova, West Virginia, where he will be con- 
nected with the medical service of the Kenova 
division of the Norfolk and Western Railroad. 
Dr. Ruth S. Mason, 

Of the class of 25, University of Virginia, 
Medical Department, who has just completed a 
service at Petersburg Hospital, Petersburg, 
Va.. has located at 18 Franklin Street, that 
city, for the practice of medicine. 

Dr. Mallory S. Andrews, 

lor the past year an intern at Norfolk Prot- 
extant. Hospital, Norfolk, Va., is now practic- 
ing medicine in that city, with his offices at 5 
I} Westover Terrance. 

Dr. W. S. Rankin, 

Charlotte, N. C., suffered painful injuries 
when an automobile in which he was riding, 
early in June, skidded and overturned, Mrs. 
Rankin, who was with him, was slightly in- 
jured: 

Dr. L. H. Apperson, 

For the past several years of Petersburg, 
Va.. has located in Richmond, Va., and is as- 
sociated with Dr. J. G. Carter, with offices at 
115 West Twelfth Street. 

Dr. J. Wood Jordan, 

Formerly of Ashland, Va., who saw service 
in the World War and later was a major in the 
U. S. Public Health Service, has located in 
Bristol, Va., where he is limiting his work to 
(liseases of the chest. 

Dr. J. Shelton Horsley, 

tichmond, gave the address on surgery be- 
fore the Medical Society of the State of North 
Carolina, at its annual meeting, the middle of 
June. His subject was “Stomach Trouble.” 
Squibb Branch Office in New Orleans. 

In the course of a swing through the 
Southern States, General Sales Manager R. D. 
Keim, of E. R. Squibb & Sons recently com- 
pleted arrangements for the opening of a 
branch office in New Orleans, La. This office, 
to be located in the Queen Crescent Building 
at 344 Camp Street, will carry a complete stock 
of biologicals, arsphenamines, insulin and a 
selected list of other Squibb specialties, ‘The 
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purpose is to provide the medical, dental and 
pharmaceutical professions of Louisiana, 
Mississippi and neighboring states with fresh 
stocks of these products, kept under proper re- 
frigeration at all times and available any hour 
of any day. 

Dr. Charles F. Manges, 

Of the class of 25, Medical College of Vir- 
ginia, upon completion of his internship at 
Lewis-Gale Hospital, Roanoke, Va., July the 
ist, moved to Christiansburg, Va., where he is 
connected with the New Altamont Hospital. 
Dr. Wood of University of Virginia Granted 

Leave of Absence. 

The Board of Visitors of the University of 
Virginia, at its annual meeting during com- 
mencement week, granted a leave of absence 
for a year, to Dr. J. Edwin Wood, associate 
professor of internal medicine, for the purpose 
of doing research work abroad. 

Dr. Thomas Duckett Jones, son of Dr, J. 
Bolling Jones, of Petersburg, will have charge 
of Dr. Wood’s work in his absence. Dr. Jones 
has been doing special work at the Massa- 
chusetts General Hospital, Boston, for some 
inonths, 

Dr. Joseph A. McGuire, 

Norton, Va., has been appointed by Governor 
Byrd as a member of the State Board of 
Health for a new term, effective July 1, 1926. 
Dr. George H. Reese 

Has been elected president of the Shrine 
Club of Petersburg, Va., for the following 
year. 

Social Hygiene Course at Summer Schools. 

Included in the program of summer educa- 
tional courses at the University of Virginia is 
one on educational psychology, biology and sex 
education. This new course is the outgrowth 
of efforts made by the State Board of Health, 
through its social hygiene bureau, to bring to 
the attention of teachers the subject of sex edu- 
cation, not as a disconnected subject to be 
taught separately but as definitely and closely 
related to the major subjects of biology and 
psychology. 

It is reported that other teacher-training 
schools in Virginia have similar courses, this 
summer. 

Pulaski Hospital Opened. 

The new Pulaski Hospital was formally 

opened in Pulaski, Va., July 1, at which time 
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many people visited and inspected this modern 
hospital, Light refreshments were served from 
6 to 9 P. M. Officers of the hospital are: Dr. 
R. H. Woolling, president; Dr. R. F, Thorn- 
hill, vice-president; Dr. D. S. Divers, secre- 
tary-treasurer. 


American Urological Association. 

At the anual meeting of this Association, 
held recently, Dr. John R. Caulk, St. Louis, 
Mo., was elected president, and Dr. Homer G. 
Hamer, Indianapolis, Ind., secretary. 
Washington Arranging for A. M. A. Meeting. 

Dr. William Gerry Morgan, Washington, 
I). C., has been chosen as chairman of the Com- 
mittee on Arrangements for the meeting of the 
American Medical Association to be held in 
Washington, in the Spring of 1927. 

Dr. Powell G. Fox, 

Raleigh, N. C., has returned to his home af- 
ter attending the Civitan International Con- 
vention in Philadelphia, the last of June. Dr. 
Fox, who is an alumnus of the Medical College 
of Virginia of the class of 22, is secretary of 
the Raleigh Civitan Club. 

Dr. W. Lewis Schafer, 

Who has just completed a year’s internship 
at Stuart Circle Hospital, Richmond, is now 
spending some time at his home in Alexandria, 
Va. 

Dr. J. T. T. Hundley, 

Recently of Radford, Va., is now located at 
Lillybrook, West Virginia. 

Milk Consumption Reaches New High Mark. 

According to the United States Department 
of Agriculture, milk consumption in the United 
States, last year, reached the highest point in 
the Nation’s history. The quantity of milk, 
including cream, consumed in liquid form, was 
54,326,000,000 pounds, or an increase of 1,554,- 
000,000 pounds over 1924. The figures are esti- 
mated on the basis of surveys and reports from 
Municipal Boards of Health in 450 cities hav- 
ing a total population of 39,158,576. Per capita 
consumption of milk and cream for the coun- 
try as a whole is estimated at 1.20 pints a day. 
Milk consumption increased in most of the 
larger cities, especially those having a well- 
organized system of supply or in which milk 
campaigns have been conducted recently. 
Dr. Carter’s Daughters Home. 

Misses Majorie Helen and Margaret Ellen, 
twin daughters of Dr. and Mrs, B. L. Carter, 


[July 


of Blue Spring Run, Va., are home for ‘he 
summer after a successful year at the State 
eachers’ College, at Farmville, Va. 


The West Virginia State Medical Association 


Held its annual meeting at Morgantown, 


the latter part of May, under the presidency 
of Dr. J. R. Bloss, of Huntington. It was «le 
cided to hold the next annual meeting at White 
Sulphur Springs, and the following officers 
were elected: President, Dr. Chester R. Ov 
den, Clarksburg; vice-presidents, Drs. Charles 
B. Wylie, Morgantown; Claude A. Frazicr. 
Powellton, and Edmund L. Armbrecht, Whe! 
ing. Mr. Sterrett O. Neale, Charleston, was 
re-elected executive secretary. 

The National Association for the Study of 

Epilepsy, 

At its annual meeting in New York City, 
early in June, re-elected Dr. George Kirly 
Collier, of Rochester, N. Y., president, and 
elected Dr. Arthur L. Shaw, of Utica, N. Y., 
secretary-treasurer, The next meeting will be 
in Cincinnati, Ohio. 

Dr. W. T. Sanger Inaugurated as President 
of Medical College of Virginia. 

Dr. William T. Sanger, after one year’s 
service at the Medical College of Virginia, at 
Richmond, was formally inaugurated presi 
dent of the institution on Monday, May °1, 
1926. — 

The principal speakers on the morning pro- 
gram were Governor Harry Flood Byrd, of 
Virginia; Chancellor Samuel P. Capen, Uni 
versity of Buffalo; Eppa Hutton, Jr., presi- 
dent of the Richmond, Fredericksburg and 
Potomac Railroad, and chairman of the boar« 
of visitors of the Medical College of Virgini:: 
Dr. B. M. Randolph, of George Washington 
University, and President Sanger. On thi 
evening program the speakers were Dean |. 
C. Flippin, representing the University of 
Virginia; Dr. Wyndham Blanton, Hampden 
Sidney College; Dr. Stuart McGuire, retiring 
president of the Medical College of Virginia; 
Dean C. B. Jordan, Purdue University; Dean 
Charles R. Turner, school of dentistry, Uni 


versity of Pennsylvania, and Miss Ethel Smith, 


secretary The Virginia State Board of Exam- 
iners of Nurses. 

President Sanger was trained at Bridge- 
water College, Indiana, Columbia, and Clark 
Universities. From the latter, eleven years ago. 
he received the degree of doctor of philosophy 
in psychology. 


Recently he was awarded the 
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honorary degree of doctor of laws from Hamp- 
den-Sidney College, which eighty-eight years 
avo started a department of medicine in Rich- 
mond, Virginia, which later eventuated in 
the Medical College of Virginia, with schools 
of medicine, dentistry, pharmacy and nursing. 

President Sanger is a young man and has 
iad many kinds of educational experience in 
work from the elementary grades to the grad- 
ute school. He has been a college dean and, 
for three years prior to his coming to the Medi- 
cal College of Virginia, he was secretary of 
the Virginia State Board of Education, with 
iniportant State-wide duties. 

During this first year of President Sanger’s 
administration, more than a half million dol- 
lars has been raised for the further develop- 
ment of the Medical College of Virginia and 
other large gifts are in prospect. 


Dr. Joshua E. Sweet, 

Who has for a number of years so ably con- 
ducted the department of surgical research at 
the University of Pennsylvania, has accepted 
the same chair at Cornell University Medical 
School, in New York. 


The American Pediatric Society, 

At its recent meeting, elected Dr. Isaac A. 
Abt, of Chicago, president; Dr. Royal S. 
Ilaynes, New York, vice president, and _ re- 
clected Dr. Howard Carpenter, of Philadel- 
phia, secretary-treasurer,. Dr. Clifford G. 
Grulee, of Chicago, was elected editor. 


The Beaumont Memorial Award. 

To encourage investigations of alimentary 
tract function, Dr. Frank Smithies, Chicago, 
has presented to the School of Medicine of The 
University of Illinois, bonds in amount suf- 
ficient to yield annually, in perpetuity, not less 
than $100.00. This fund is known as “The 
William Beaumont Memorial Fund” and the 
income therefrom, as “The Annual Beaumont 
Memorial Award.” 

The award is to be made each year to the 
research or clinical investigator, who, in the 
judgment of a faculty committee, has con- 
tributed the most important work during the 
vear, in the field designated. 

The first award will be made in 1927. Manu- 
scripts covering investigations do not have to 
be entered specifically for the award nor is it 
required that they be submitted to the faculty 
committee. The award is to be granted by 
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the committee after it has considered care- 
fully all investigations published during any 


year in periodicals throughout the United 
States. Thus, the award is available to work- 


ers in any institution, and is not confined to 
members of either faculty or student body of 
The University of Illinois. 

Child Health in Switzerland. 

Swiss children, in addition to their regular 
prescribed class work in gymnastics, are to be 
given by their teachers as much opportunity 
as possible for exercise and play, long walks 
and excursions being recommended in detailed 
regulations for the protection of the health of 
school children recently issued by the govern- 
ment of the canton of St. Gall. Much em- 
phasis is placed by the regulations on the 
proper construction of school benches, ade- 
quate lighting and proper posture, the teachers 
being required to watch the children’s posture 
and amount of clothing worn, and also to take 
preventive measures against colds and over- 
strain, 

Children in the Beet Fields of Wisconsin. 

Child workers in the sugar beet fields of 
Wisconsin are now protected by State child 
iabor laws. An order issued by the State In- 
dustrial Commission, issued under authority 
of a statute enacted by the Wisconsin legisla- 
ture of 1925, limits the hours of children work- 
ing in the beet fields to eight a day and forty- 
eight a week, forbids their employment be- 
tween the hours of 7 P. M. and 7 A. M., and 
prohibits children under fourteen who have 
not completed the eighth grade from working 
during school hours, 


For Sale. 

Virginia $7,000 general practice in town of 
1,200 people, on main line railroad, One other 
physician, Will sell with or without modern 
home. Address No. 497, care Viratnta Mept- 
caL Montuty. (Adv.) 





Obituary 


Dr. Readding Lloyd Williams. 

It is with deep regret we announce the sud- 
den death of Dr. R. Lloyd Williams, at his 
home in Norfolk, Va., on the afternoon of 
June 22nd. He was apparently in good health, 
except for several acute attacks on the day of 
his death. 
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Dr. Williams was born in Tarboro, N. C., 
sixty years ago, and studied medicine at the 
University of Virginia and later at Tulane 
University, New Orleans, receiving his medi- 
cal diploma from the last named school in 
1898. Shortly thereafter, he served with the 
United States forces in the Philippine Islands 
and, as major in the medical corps of the 
Army, he served with the American Expedi- 
tionary Forces in France, during the World 
War. 

During Dr. Williams’ sixteen years’ resi- 
dence in Norfolk, he had been actively inter- 
ested in its civic and professional life. He had 
represented that city in the State Legislature 
and had for several years been senior city 
coroner. He was an active worker in and ex- 
president of the Norfolk County Medical So 
ciety, had served two terms as a member of 
the Executive Council of the Medical Society 
of Virginia, during part of which time he was 
chairman of the Council. At the time of his 
death, he was chairman of the committee in 
charge of arrangements for the next meeting 
of the State Society in Norfolk. His wife 
and a sister survive him. 


Resolutions on Death of Dr. R. L. Williams. 


At a called meeting of the Norfolk County Medical 
Society, on the 23rd of June, 1926, the following 
minute was unanimously adopted: 

The members of the Norfolk County Medical So- 
ciety are deeply distressed at the death of our be- 
loved and honored fellow member, Dr. R. Lloyd Wil- 
liams. , 

Dr. Williams was always active in the affairs of 
the Society, having served as Councillor and Presi- 
dent. At the time of his death he was Chairman 
of the Committee of Arrangements for the meeting 
of the State Society. 

Loved and was beloved by his fellow physicians, 
by his genial and kindly disposition, he was en- 
deared to all. We will miss him. 

Be 1t Resotvep, That a page be set aside in the 
minute book of this Society dedicated to his memory; 

That a copy of these resolutions be sent to his 
family with our sincerest sympathy; 

That these resolutions be published in the Nor- 
folk daily papers, and the Virginia Medical Monthly. 


ISRAEL Brown, Chairman. 
E. C. S. TALIAFERRO, 
W. L. Harris, 


Committee. 


Dr. Powhatan Moncure, 


Bealeton, Va., for many years a member of 
the Medical Society of Virginia, died May 
3rd, of arteriosclerosis, after having been in 
bad health for some time. Dr. Moncure was 
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born in Stafford County, Va., sixty-five yes 
ago, and studied medicine at the Medical ( 
lege of Virginia, from which he graduated j; 
1884. His wife and a daughter survive hin 
Dr. Haughton Baxley, 

Markham, Va., a graduate of the College 
Physicians and Surgeons, Baltimore, in 159. 
died of pneumonia, May 28th, aged fifty-eig 


years. He was one of the founders of the 
Maryland Medical College and Franklin 


Square Hospital, Baltimore. 
Dr. John Howland, 

Professor of pediatrics at Johns Hopkins 
University, Baltimore, and one of the country 
leading pediatricians, died in London, Ene 
land, June 20, following a surgical operatio 
Ile was fifty-three years of age and graduate: 
in medicine from the Medical College of New 
York University in 1897, For a number o! 
vears he was associated with Dr. L. Emmeti 
Holt, of New York, and had been one of the 
editors of the American Journal of Diseases 0} 
Children, since its foundation. 


Dr. Russell Daniel Carman, 

Prominent roentgenologist, and head of the 
department of roentgenology at Mayo Clinic. 
died in Rechester, Minn., June 18, death being 
due tu cancer of the stomach. He was born in 
Iroquois, Ontario, fifty-one years ago and was 
graduated from the Marion-Sims College of 
Medicine, St. Louis, Mo., in 1901. He was an 
ex-president of the American College of Roent 
genology and of the Radiological Society of 
North America. , 


Dr. David Jasper Hill, 

Lexington, N. C., died of angina pectoris, 
May 13, aged sixty-two years. He graduated 
from the College of Physicians and Surgeons, 

saltimore, in 1893, and was a member of his 
State and other medical societies. 
Dr. Bryan Gordon Crowell, 

Son of Dr, and Mrs, L. A. Crowell, Lincoln 
ton, N. C., died in that place, May 9, after a 
short illness. He graduated in medicine from 


the University of Pennsylvania, Philadelphia. 
Dr. Crowell was a veteran of the 
He was also a member of the 


in 1922, 
World War. 
Medical Society of the State of North Caro 
lina and of the staff of the Lincolnton Hospi 
tal. His wife and two children survive him. 











